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Abstract 

Rural cancer survivors experience worse quality of life (QoL) and greater cancer-related 

distress (CRD) when compared to urban survivors. These cancer disparities are attributed to poor 

healthcare access and culturally inappropriate care for rural cancer survivors. Rural survivors 

travel an average of 60 minutes to reach a healthcare facility, and healthcare providers may 

perceive rural cultural norms, such as spirituality, to be a barrier to providing care. One way 

nurses can improve rural survivors’ QoL and reduce survivors’ CRD is by promoting resilience. 

Resilience improves QoL and reduces CRD in cancer survivors. Therefore, the goals of this 

dissertation are to 1) explore the cultural and geographic contexts of resilience in rural cancer 

survivors, and 2) inform the development of future interventions that are geographically-

accessible and culturally appropriate. To achieve these goals, three manuscripts are presented.  

In the first manuscript, I develop an evidence-based conceptual framework for rural 

resilience in cancer survivors. I use the Walker & Avant method to construct an evidence-based 

conceptual framework of rural resiliency for cancer survivors grounded in three domains of rural 

culture: spirituality, cultural norms, and social capital. These domains impact a cancer survivor’s 

status on the continuum of resilience-distress, leading to either negative or positive psychosocial 

outcomes.  

In the second manuscript, I use a multi-method approach using descriptive qualitative 

interviews and a quantitative survey, the Telemedicine Satisfaction and Use Questionnaire. 

Three themes were extracted from the qualitative interviews: rural cancer survivors trust 

oncology nurses with their distress experience, an oncology nurse telehealth visit increases 

survivors’ access to information and education, and rural cancer survivors overcome technology 

barriers to speak with an oncology nurse. Quantitative findings indicated high satisfaction with 
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the nurse-patient relationship over telemedicine and lower satisfaction with using telemedicine 

equipment to connect to a visit.  

In the third manuscript, I use semi-structured interviews and thematic analysis guided by 

the conceptual framework of rural resilience to identify facilitators and barriers of resilience in 

rural cancer survivors, and to identify community locations for future interventions. Three 

themes emerged from the data: 1) spirituality facilitates resilience in rural cancer survivors, 2) 

rural cancer survivors accommodate the cultural norms of fatalism, mistrust of providers, and 

cultural differences to maintain resilience, and 3) rural cancer survivors strengthen resilience 

through social capital on virtual platforms in the context of COVID-19. We found that rural 

cancer survivors are seeking to strengthen resilience and reduce CRD through virtual platforms 

in the context of COVID-19, despite the challenge of poor broadband. We also found that 

spirituality facilitates resilience in rural cancer survivors, while rural cultural norms of fatalism, 

mistrust of local hospitals, and cultural differences are barriers to resilience.  

I conclude that the evidence-based conceptual framework of rural resilience can guide 

nursing interventions promoting resilience in rural cancer survivors, and that future interventions 

should be implemented on virtual platforms. The findings of this dissertation can be used to 

inform nursing interventions that support resilience, improve QoL, and reduce CRD.   
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Chapter 1 

Introduction 

There are approximately 3 million cancer survivors living in rural US communities who 

experience greater cancer-related distress (CRD) and worse quality of life (QoL) compared to 

urban survivors (Weaver et al, 2013). These rural cancer disparities are attributed to poor 

healthcare access and culturally-inappropriate care, which impact the health-seeking behaviors of 

rural residents (Farmer et al, 2012). Rural cancer survivors experience poor access to health care 

due to local hospital closures, provider shortages, and long travel distances to care (Weaver et al, 

2012). Due to poor healthcare access, rural cancer survivors are often unable to travel to their 

post-treatment follow-up appointments. It is necessary to adapt interventions promoting QoL and 

reducing CRD to be accessible for rural communities (Schootman et al, 2013). One way to make 

these interventions accessible is to utilize virtual platforms. Interventions tailored to meet rural 

survivors’ geographic context, such as a nurse-led videoconferencing intervention, may be 

effective at reducing CRD (DeGuzman et al, 2020). However, little is known about rural 

survivors’ experiences using virtual platforms to manage CRD and improve QoL.  

Rural culture also impacts cancer beliefs and behaviors (Rawl et al, 2019). Healthcare 

workers may perceive rural culture a barrier to providing care, and therefore don’t demonstrate 

cultural sensitivity to rural patients (Farmer et al, 2012). Rural cancer survivors do not consider  

many cancer interventions to be culturally-relevant (Dulko et al, 2018), which may reduce their 

health-seeking behaviors (Farmer et al, 2012). However, culturally-relevant interventions, such 

as faith-based nursing for cancer care, are accepted by rural patients (Zahnd et al, 2018). In rural 

communities, faith is associated with community, support, and identity, making spirituality an 

important cultural value to consider when providing healthcare (Reid-Arndt & Cox, 2010). A 
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comprehensive understanding of the rural cultural context is needed to inform future 

interventions for survivors (LeBaron, 2018).  

Interventions targeting resilience are ideal for improving QoL and decreasing CRD while 

being culturally-relevant and geographically-accessible (Deshields et al, 2016). Cancer survivors 

with higher levels of resilience experience increased QoL and decreased CRD (Dooley et al; 

2017; Figure). However, there are few interventions 

targeting resiliency in rural cancer survivors, and these 

may not address the rural cultural and geographic 

contexts (Bernacchi et al, 2021). The goals of this 

dissertation are to 1) understand resilience within rural 

cultural and geographic contexts, and 2) inform future interventions promoting resilience to be 

geographically-accessible and culturally-relevant.  

The goals are addressed in three manuscripts (Chapters 3-5). Goal one is addressed in 

Chapters 3 and 5. In Chapter 3, I discuss an evidence-based conceptual framework for rural 

resilience in cancer survivors, which incorporates the impacts of rural culture. In Chapter 5, I 

identify cultural facilitators and barriers to resilience in rural cancer survivors. Goal two is 

addressed in Chapters 4 and 5. In Chapter 4, I discuss the experiences of rural cancer survivors 

using a telehealth intervention to manage CRD. In Chapter 5, I identify rural survivors’ priority 

locations for geographically-accessible interventions promoting resilience. The findings of this 

dissertation inform the development of future interventions promoting resilience, improving 

QoL, and reducing CRD that are geographically accessible and culturally-relevant. 

Chapter abstracts  

 

Figure. Relationship of resilience to QoL and CRD 
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In Chapter 2, I present my dissertation proposal. This includes intended recruitment and 

sampling techniques, data collection and analysis methods, and plan for dissemination.  

In Chapter 3, I provide a comprehensive understanding of resilience, and the relationship 

of resilience to QoL and CRD (referred to in this chapter as psychosocial distress), within rural 

cultural and geospatial contexts. I identify the concept of rural resiliency in cancer survivors in 

the nursing literature and propose a conceptual framework that may help nurses leverage 

resilience to improve rural survivorship care. I use Walker & Avants’ concept analysis method to 

direct the selection and analysis of research articles published between 2000 and 2020 that 

focused on cancer survivors residing in rural communities. I identify a definition, antecedents, 

consequences, attributes, and empirical referents, and related terms. I develop model, contrary, 

and borderline case examples. A novel conceptual framework incorporating these attributes is 

proposed. The conceptual model of rural resiliency for cancer survivors is grounded in three 

domains of rural culture, each with attributes that may impact rural resiliency: spirituality, 

cultural norms, and social capital. These domains impact a cancer survivor’s status on the 

continuum of rural resilience-psychosocial distress, leading to either negative or positive 

psychosocial outcomes. This manuscript was published by the Online Journal of Rural Nursing 

and Healthcare in 2021.   

In Chapter 4, I discuss a geographically-accessible, nurse-led telehealth intervention to 

address CRD in rural cancer survivors. I describe rural survivors’ experiences of participating in 

a nurse-led telemedicine visit for addressing cancer-related distress. Twenty-five rural-dwelling 

post-treatment adult head and neck cancer survivors were recruited from a cancer center clinic 

affiliated with an academic health system serving a rural catchment area in the Southeastern U.S. 

I use a multi-method approach using descriptive qualitative interviews and a quantitative survey, 
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the Telemedicine Satisfaction and Use Questionnaire. Three themes were extracted from the 

qualitative interviews: rural cancer survivors trust oncology nurses with their distress experience, 

an oncology nurse telehealth visit increases survivors’ access to information and education, and 

rural cancer survivors overcome technology barriers to speak with an oncology nurse. 

Quantitative findings indicated high satisfaction with the nurse-patient relationship over 

telemedicine and lower satisfaction with using telemedicine equipment to connect to a visit. I 

found that rural cancer survivors are willing to overcome technology barriers to discuss cancer-

related distress with a nurse over telemedicine. Although they may be willing to be open and 

vulnerable about distress with an oncology nurse, they are less likely to accept a referral to 

another provider for psychosocial care. Nurses can incorporate warm handoffs to increase 

psychosocial referral uptake for rural survivors. This manuscript is currently under review at 

Oncology Nursing Forum (submitted 2.21.2021) 

In Chapter 5, I identify facilitators and barriers to resilience in rural cancer survivors, 

guided by the cultural domains from our conceptual model of rural resilience. I also identify 

priority locations for interventions targeting resilience in rural cancer survivors. Seven 

posttreatment rural cancer survivors, four caregivers of rural cancer survivors, and one rural 

cancer survivor who also identified as a caregiver were recruited from Southwest Virginia. Data 

was analyzed using thematic analysis using line-by-line coding. The inductive development of 

comparative themes and meanings were guided by the conceptual model of rural resilience. 

Three themes emerged from the data: 1) spirituality facilitates resilience in rural cancer 

survivors, 2) rural cancer survivors accommodate the cultural norms of fatalism, mistrust of 

providers, and cultural differences to maintain resilience, and 3) rural cancer survivors strengthen 

resilience through social capital on virtual platforms in the context of COVID-19. Understanding 
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the role of spirituality, cultural norms, and social capital will help nurses develop and implement 

interventions strengthening resilience in rural cancer survivors. Nurses can support resilience in 

rural survivors by incorporating a spiritual assessment into survivorship care, and guiding 

survivors to virtual support groups. This manuscript is prepared to submit to Oncology Nursing 

Forum pending feedback from the dissertation committee. 

In Chapter 6, I summarize the overall dissertation findings, and discuss their clinical 

implications. This chapter also includes future directions for this program of research.  
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Chapter 2 

Dissertation Proposal  

Specific Aims 
Nearly 20% of rural cancer survivors experience cancer-
related distress (CRD; the psychological, social, spiritual, 
or physical symptoms that impact survivors’ quality of 
life) compared to ~13% of urban survivors.42,38 CRD 
impacts multiple health outcomes for rural cancer 
survivors; CRD increases mortality risk, and decreases 
quality of life (QoL).68 In fact, rural cancer survivors have 
identified a critical need for interventions that improve 
their QoL, and for those interventions to be both 
geographically accessible and culturally-relevant.49 For example, rural cancer survivors prefer to 
self-manage CRD using community-based support.73 One way for nurses to support survivors’ 
QoL through the self-management of CRD is to promote resilience, or the ability to make 
positive adaptations despite adversity, using community-based resources.13,64 Cancer survivors 
with higher resilience have less CRD and improved QoL (see Figure).9,28,69 However, resilience 
as experienced by rural survivors is poorly understood within the rural cultural and geographic 
contexts.70 Therefore, there is little evidence to guide the development and implementation of 
interventions promoting resilience in rural cancer survivors.67,70    
 To begin guiding strategies for “how” and “where” to implement community-based 
interventions promoting resilience in rural cancer survivors, our team has developed an 
evidence-based conceptual framework for rural resilience (Figure). Our conceptual framework 
incorporates culturally-relevant and geographically accessible impacts of resilience on rural 
cancer QoL: faith, community networks and community trust increase resilience, while fatalism, 
cultural differences and mistrust of providers decrease resilience. The next steps are to identify 
community sources of resilience in rural cancer survivors guided by our conceptual model. Thus, 
the goals of this proposal are to 1) explore the cultural and geographic contexts of rural 
resilience, and 2) identify geospatial clusters of existing locations that promote rural resilience, 
in order to prioritize potential target sites for future community-based interventions for rural 
cancer survivors.  

My long-term research goal is to develop and test interventions that target rural resilience 
in rural cancer survivors to improve QoL and decrease CRD. This proposal builds on preliminary 
work I’ve done with Dr. Zoellner (sponsor) and Dr. DeGuzman (co-sponsor), in which I’ve 
explored gaps in current survivorship care models through geospatial, qualitative and 
quantitative analysis. In the proposed formative research, I will use our conceptual model as a 
guide to explore the cultural and geographic context of rural resilience in cancer survivors living 
in rural Southwest Virginia using ethnography and geospatial analysis. The findings of this study 
will position me for future interventional research, and this proposal will serve as a foundation 
for my goal of becoming an independent nurse scientist. The specific aims are:  
 
Aim #1: Explore and describe individual and social facilitators and barriers to rural resilience in 
rural cancer survivors through the attributes of the conceptual model (faith, community 
networks, community trust, fatalism, cultural differences, mistrust of providers). Conduct field 

 

Figure: Evidence-based conceptual framework for the impact of rural-
specific resilience on rural cancer survivors’ quality of life 



Exploring rural resilience through cultural and geospatial contexts  

 

9 

immersion, semi-structured interviews with rural cancer survivors and their primary family or 
community caregiver.  
Aim #2: Identify and prioritize potential target sites (locations of faith, community networks, 
and community trust) for future community-based interventions to promote rural resilience. 
Conduct field immersion and semi-structured interviews to identify locations rural cancer 
survivors use to increase resilience. Perform geospatial cluster analysis to evaluate patterns of 
access points for rural resilience.   
 

Key strengths of this proposal are my clinical and research experiences working with 
rural Virginia cancer survivors, and the University of Virginia Cancer Center’s strong history of 
collaboration with the Southwest Virginia cancer community via the Southwest Virginia 
Community Advisory Board (CAB). Members of this CAB are committed to this proposal and 
will advise on every step of this proposal. All members of this interdisciplinary mentorship team 
are CAB members, have guided the development of this proposal, and are deeply committed to 
the applicant’s training and success. The proposed research is highly responsive to the NINR’s 
goal to “identify the basic mechanisms that influence successful self-management, in multiple 
conditions and settings, including the examination of mediators and moderators of self-
management that impact adherence to treatment and sustainability or that impact interventions,” 
and the concept of rural resilience in cancer survivors is both novel and relevant to nursing 
practice. Future directions of this study integrate well with NINR’s focus on “patient-focused 
self-management programs that engage individuals and families.” This formative research will 
serve as a strong foundation for a future program of research in rural resilience.  

 
Significance 

 
Rural cancer survivors critically need interventions to improve their quality of life and 
reduce cancer-related distress. There are approximately 3 million cancer survivors living in 
rural US communities who experience greater cancer-related distress (CRD) and worse quality of 
life (QoL)53 compared to urban survivors.42,43,44 Rural cancer survivors also experience higher 
mortality rates,46,96 poorer overall health, mental health, and post-treatment functioning.44,47 

Social determinants of health contributing to rural cancer disparities include: more comorbidities, 
higher rates of unemployment, and are less likely to have health insurance.42,46 To address rural 
cancer disparities, rural cancer survivors have identified (QoL) as a priority research area.49 
Interventions to improve quality of life in rural cancer survivors need to be geographically 
accessible. Rural cancer disparities, such as CRD and QoL, are attributed to the 
poor healthcare access of rural communities.53,57 Rural cancer survivors 
experience poor access to health care due to local hospital closures,71 provider 
shortages,42 and long travel distances to care.46 Due to poor healthcare access, rural 
cancer survivors are often unable to travel to their post-treatment follow up 
appointments,36 and may not be able to communicate their health concerns with 
providers.16 It is necessary to adapt interventions targeting quality of life in cancer 
survivors to be accessible for rural communities.36 One way to make interventions 
improving QoL and CRD accessible is to implement them within existing community structures; 
community-based interventions have effectively reduced CRD.59 However, locations for 
community-based interventions should be carefully considered, as many rural cancer survivors 

It’s not easy here in [a rural 
town]… It takes me an hour 
to drive there. I have sister-
in-law and a niece here on 
the farm, and we’ve had 
our chats [for support]. 
 
rural cancer survivor, female, 
71yrs, participant in Dr. 
DeGuzman’s study 
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experience isolation from their own communities due to lack of transportation and long drive 
times.37  
Effective interventions to improve quality of life in rural cancer survivors need to be 
culturally-relevant. 
Geographic location and culture impact cancer beliefs and behaviors.20,137 Interventions tailored 

to meet an individuals’ cultural context, such as telephonic cancer 
screening, are more effective at improving health outcomes.5,18,76,138 
Culturally-relevant interventions, such as faith-based nursing for cancer 
care, are accepted by rural residents.95 However, many cancer 
interventions are not considered to be culturally-relevant by rural 
cancer survivors.42,62,92 To be culturally-relevant, interventions should 
integrate rural survivors’ cultural values, such as community networks, 
community trust, and faith. In our literature review, we found that rural 

cancer survivors value strong community networks,52 which may be challenging to maintain 
during cancer treatment.51 Many rural survivors identify a major post-treatment goal of returning 
to their community setting and re-engaging with their community networks.51 Rural cancer 
survivors report mistrusting providers,50,54 or simply preferring to seek support from trusted 
community sources, such as family, peers, and spiritual leaders.73 Spirituality is also critical to 
consider in intervention development for cancer survivors,39,21 particularly in rural areas.94 In 
rural communities, faith is associated with community, support, and identity, making spirituality 
an important value to consider in strategies and locations for interventions. 52,54,56,60,62 A 
comprehensive understanding of the rural cultural context is needed to develop interventions for 
survivors.30,67  
Interventions targeting resilience are ideal for improving quality of life and decreasing 
cancer-related distress while being culturally-relevant and geographically accessible.93 
Cancer survivors with higher levels of resilience experience increased QoL and decreased 
CRD.4,6,7,8,11,12,29 Interventions targeting resilience in cancer survivors often incorporate 
family/community caregivers.1,2,3,15,17,32 In fact, social support may be one of the strongest 
facilitators of resilience in cancer survivors.7,10,14,139 Since rural cancer survivors often prefer to 
receive care from family and 
community caregivers,73 community-based interventions promoting resilience to increase QoL 
and decrease CRD may meet the unique cultural and geographic needs of rural cancer 
survivors.54 
However, there are few interventions targeting resiliency in cancer survivors, and these may not 
address rural cultural and geographic context.89-91 Figure 1 contains an evidence-based 
conceptual model our team developed of rural resilience, in which we identified impacts of 
resilience on rural cancer survivors. In our literature review, we found that three main cultural 
dimensions of rural culture associated with increasing or decreasing resilience. The domain of 
social capital increases resilience through community networks and social interactions,75 which 
motivate cancer survivors to make and sustain post-treatment health,55 and may improve CRD 
and QoL.52,53,63 In the domain of cultural norms, a strong sense of community trust54 increases 
rural survivors’ positive health perceptions.52  Importantly, rural cancer survivor chose to seek 
social support from their community.56 In the domain of spirituality, many rural cancer survivors 
identify faith as a source of meaning-making and strength when facing health challenges.52,54,56,60 
Attributes in these domains that decrease resilience are fatalism (spirituality), cultural differences 
(social capital), and mistrust of providers (cultural norms). These attributes may motivate poor 

I wish [the nurse] could 
have covered spiritual 
care …[spiritual 
interventions] are the 
things I’m doing to try 
and get better. 
 
rural cancer survivor, male, 
67yrs, participant in Dr. 
DeGuzman’s study 
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adherence to follow up care and poor self-management of CRD.50,58,62 Further research is needed 
to contextualize the impacts of resilience in rural cancer survivors for intervention 
development.45,48 
Innovation. Our study is highly innovative because we will 
research the existing community-based strengths that impact 
health of rural cancer survivors. Much of rural cancer 
survivorship literature focuses on healthcare access42,44,46,49, but 
we will research and disseminate a robust narrative of rural 
resilience by investigating both “how” and “where” to promote 
resilience in rural cancer survivors. Current interventions to 
improve CRD may not be effective because cancer care is not 
always culturally appropriate or accessible.62 By contrast, our 
study will explore how culture and location may support 
interventions. Our study will impact the field of rural survivorship 
care by guiding how supportive care services are designed for 
rural cancer survivors. 
 

Approach and Analysis 
 

Research Design. The overall study design is a combination of ethnography and descriptive 
geospatial analysis, underpinned by the principles of community-based participatory research 
(CBPR). This design is highly appropriate to successfully address health disparities in rural 
communities.15,87,95 Ethnographic methodology will provide a robust understanding of the social 
and cultural context of rural resilience in cancer survivors,103 while spatial analysis enhances our 
understanding of the relationship that the environment has with those contexts.136,137 The 
combination of ethnography and geospatial analysis, underpinned by CBPR, promotes a holistic, 
community-based approach to patient outcomes highly relevant to public health nursing 
science.136 The strengths of this approach include 1) contextual knowledge pertinent to 
developing maintainable interventions based on existing community strengths,95 and 2) inclusion 
of family and community caregivers, which is necessary since resilience is highly associated 
with social support.19,24,26,32,34 Another significant strength is our use of geospatial analysis, 
which permits the visualization of multidimensional data (behavioral, social, and environmental) 
to guide future research.25 In nursing science, geospatial analysis can identify community 
locations to implement feasible, acceptable and cost-effective interventions.122  
Underpinning Principles of CBPR. Given the tenuous history rural communities have with the 
perpetuation of stereotypes,54 incorporating the principles of CBPR to underpin our study design 
is ethically necessary.88,95,101 Our incorporation of CBPR principles (community resources, 
involvement, and capacity)99,117,142 is centered around the regional community advisory board, 
which provides the infrastructure for community resources, involvement, and capacity.100,127 Dr. 
Zoellner is an expert in CBPR, and will oversee the implementation of CBPR principles.  
Description of the population. The selected target population of this proposal is rural, post-
treatment cancer survivors in Southwest Virginia, and their family or community caregivers. 
Residents of Southwest Virginia report some of the poorest health behaviors in the country.143 

Rural cancer survivors in Southwest Virginia face numerous barriers related to the social 
determinants of health, such as poverty, unemployment, chronic disease, opioid abuse, housing 

Figure 1: Evidence-based conceptual 
framework for the impact of rural resilience  
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and food insecurity,126 unemployment,123 racism,124 and high risk of accidents.125 Additionally, 
there is low prevalence of health insurance or health providers.115,118 

Social determinants of health impacting the population. Rural cancer survivors in Southwest 
Virginia face numerous barriers related to the social determinants of health, such as poverty, 
unemployment, chronic disease, and low prevalence of health insurance or health providers.115,137 
Key social determinants of health impacting this population include access to care, lack of public 
transportation, and poverty, which have all contributed to poor health outcomes for SWVA 
communities.114 Additionally, housing insecurity, unemployment,123 as well as food insecurity,126 
racism,124 and high risk of accidents impact health outcomes for rural cancer survivors.125 

Notably, Southwest Virginia also reports the highest regional mortality rates due to opioid abuse, 
which is considered a challenging issue due to cultural norms.118 Understanding the relation of 
social determinants of health in this population is critical because of the dynamic interaction 
between individuals, communities, environments, and cultural norms. Researchers of diabetes 
outcomes have been able to develop effective culturally tailored interventions through 
knowledge of the social determinants of health.122 We believe we can mirror their success in the 
development of culturally tailored interventions to improve psychosocial outcomes by promoting 
resilience in rural cancer survivors. 
Setting. Southwest Virginia encompasses a large region of rural Central Appalachia along the 
Virginia-Tennessee and Virginia-West Virginia border.115 The region is hazardous, sparsely 
populated113 and geographically isolated, with poor healthcare access and lack of public 
transportation.115 This region was chosen because the population is highly vulnerable to poor 
health outcomes,114 and because of my mentors’ existing collaborative research relationships in 
the region.115, 116, 118, 119  

Southwest Virginia Community Advisory Board (SWVA CAB). Partnership with the SWVA 
CAB is integral to the achievement of this proposal’s aims. The SWVA CAB was established in 
2013, and consists of academic partners from UVA and Virginia Tech, as well as key 
stakeholders from the Health District representatives,129 Southwest Virginia Community Health 
Systems, local religious community leaders, and nurse educators from Southwest Virginia 
Community Colleges. The SWVA CAB has experience in participant recruitment, intervention 
development and implementation.119,131,128 A subgroup of SWVA CAB members has been 
formed to guide research for rural cancer survivors, led by Dr. Porter. 
Preliminary Research and Training. This proposal builds on research and training I’ve 
completed the past two years with my dissertation chair, Dr. DeGuzman and committee 
members. My preliminary work for this proposal has occurred through four capacities: 1) 
building trust and rapport with key community stakeholders through participation with the 
Southwest Virginia Community Advisory Board, guided by Drs. Zoellner and Porter 2) 
experience in both in-person and virtual field work and interviews with rural cancer survivors, 
guided by Drs. DeGuzman and LeBaron 3) experience in thematic analysis with Dr. DeGuzman 
and Dr. LeBaron, and 4) experience in geospatial analysis with Dr. DeGuzman. 
 
Aim #1: Explore and describe individual and social facilitators and barriers to rural resilience 
in rural cancer survivors through the attributes of the conceptual model (faith, community 
networks, community trust, fatalism, cultural differences, mistrust of providers). 

 
Drs. Zoellner, DeGuzman, and Porter will oversee participant recruitment. Drs. DeGuzman and 
Porter from their respective studies, and Drs. Zoellner and Porter through community 
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gatekeepers in the SWVA CAB. Drs. Zoellner and Porter will oversee the process of gaining 
entrée to the community, and Dr. LeBaron will guide data collection and analysis.  
Sample. We will recruit 20 cancer survivors and their primary caregivers for a total of n=40 
participants from rural Southwest Virginia to participate in semi-structured interviews. 40 
participants is our estimated sample size to reach data saturation (the point at which we see 
repeated themes, and no new themes).97,98,102 However, our research design is flexible based on 
emerging data, and we plan to increase our sample to 25-30 rural survivors and caregivers if 
needed to achieve data saturation.97 Rural cancer survivors’ eligibility criteria includes: 
completion of treatment from the participant’s first cancer diagnosis, being within 5 years of 
cancer treatment (this time frame was chosen to allow participants to reflect on the transition to 
the extended survivorship phases),27,120 and residency of an American Community Survey rural 
defined zip code in Southwest Virginia.121 Eligibility criteria for principle caregivers includes: 
any family member, friend, or partner who the rural cancer survivor identifies are their main 
source of support and assistance.1,2,65 We will use purposive sampling based on eligibility 
criteria, snowball sampling with enrolled participants,66 and will sample iteratively as themes 
emerge from the data.97 For observational data collection, we anticipate recruiting an additional 
40-60 participants.97 These participants will be people who influence rural resilience through 
their engagement with rural cancer survivors and their caregivers. Eligibility criteria is 
interaction with a rural cancer survivor and/or their family or community caregiver that 
influences spirituality, cultural norms or social support. We anticipate this will include family, 
friends, healthcare providers, community members, and spiritual leaders.  
Recruitment. I am well positioned to recruit 20 rural cancer survivors and 20 family or 
community caregivers for participant interviews, and to also recruit a 40-60 participants for 
observational data collection. Recruitment will occur through 1) the mentorship team’s ongoing 
and recently completed research, and 2) the regional Relay for Life and Clinch Valley Cancer 
Survivorship Dinner, which are community events for cancer survivors at which Dr. Porter and a 
key gatekeeper of the SWVA CAB,81 Ms. Betsy Grossman, will facilitate necessary 
introductions for me. Ms. Grossman is a long-time resident of Southwest Virginia, a cancer 
survivor, and worked as the Outreach/Clinical Trials Navigator for the UVA Cancer Center. Ms. 
Grossman will introduce me to key members from the region’s Relay for Life, an annual event 
that many rural cancer survivors and their caregivers participate in. Dr. Porter is familiar with 
organizers and attendees of the annual Cancer Survivorship Dinner with Clinch Valley, a local 
health facility. Dr. Porter will introduce me to members, organizers and attendees of the annual 
Clinch Valley Survivorship Dinner. The recruitment strategies and estimated number of 
participants to be recruited from each strategy are shown in Table 4.  
 

Table 1. Recruitment Plan 
Recruitment from Mentor’s Research Recruitment from Community Events 
Dr. DeGuzman’s ongoing 
telemedicine study with 
rural cancer survivors 
(anticipated n=6 
survivors, n= 6 
caregivers. 

Dr. Porter’s completed 
study with rural cancer 
survivors in Southwest 
Virginia (anticipated n=9 
survivors, n=9 
caregivers) 

Gatekeeper: Betsy 
Grossman 
Event: Relay for Life 
(anticipated n=5-8 
survivors, n=caregivers) 

Gatekeeper: Dr. Porter  
Event: Clinch Valley 
Cancer Survivorship 
Dinner (anticipated n=5 
survivors, n=caregivers) 
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For observational data, recruitment will occur as rural cancer survivors and their family 
or community caregivers engage in activities of daily living. In accordance with the UVA 
Institutional Review Board’s policy, participants who provide only observational data are not 
required to consent, although a verbal consent will be obtained whenever possible. We anticipate 
our recruitment strategies will yield successful enrollment of 20 rural cancer survivors, 20 
caregivers of rural cancer survivors, and 40-60 family members, friends, healthcare providers 
and community members who interact with them during day-to-day activities. However, we have 
planned additional recruitment strategies if needed, which include outreach to providers of the 
Cancer Action Coalition of Virginia, a statewide organization that both the PI and Dr. 
DeGuzman are members of. Additionally, Dr. Zoellner and Dr. Porter have an extensive history 
working with the Blue Ridge Cancer Center, which we will reach out to for additional participant 
recruitment if needed. 
Retention. We will gather both phone and email contact information from all participants, and 
the PI will schedule participant interviews once participants have been screened for eligibility, 
enrolled, and consented. Once participants enroll in the study, the initial interview is scheduled 
and information related to the study procedures are provided.131 The initial interview will be 
scheduled for within 48 hours of participant consent. In the event the participant is not able to 
schedule an interview within 2-3 days of consenting, we have chosen three main retention 
strategies that have been successful with studies in this region before based on Drs. Zoellner’s 
and Porter’s research experience: 1) participants will receive a reminder post-card one week 
prior to their interview, and reminder phone call 1-2 days before their interview, 2) if participants 
cannot be contacted after four telephone/email efforts, and for telephone numbers that are 
disconnected, a letter will be mailed encouraging participation.131 

Gaining Entrée and Building Trust with Community Members. Data collection will occur 
primarily through participant observations and interactive semi-structured interviews.103 
Therefore, gaining entrée and building trust with the community is a critical to the proposal’s 
success.110 With my mentorship team, I have developed a three-pronged approach to gaining 
entrée and building trust with participants. First, I have existing rapport with rural cancer 
survivors from working as the research assistant for Dr. DeGuzman’s study the past two years. 
Second, the SWVA CAB has key community stakeholders and gatekeepers, such as Betsy 
Grossman. Ms. Grossman and Dr. Porter will introduce me and my research to community 
members. Finally, I will gain entrée and build trust through prolonged field immersion. I will live 
and work in Southwest Virginia-specifically Christiansburg, where Drs. Zoellner and Porter are 
located and have offices-for 12 months. This period of prolonged engagement was chosen so that 
the first two to three months can be spent fully integrating into the community and building 
rapport with participants.85 In the event that COVID-19 limits my ability to fully immerse in the 
community, the SWVA CAB community gatekeepers such as Ms. Grossman will facilitate the 
necessary introductions for me to gain entrée and build trust via virtual platforms, such as the 
Southwest Virginia Support Group for Cancer Survivors.      
 Data Collection. I will collect data over the course of 12 months of intensive field immersion 
from June 2021 to June 2022, during which I will live in rural Southwest Virginia.110 I will 
relocate to Christiansburg, a rural town in Southwest Virginia which houses the Cancer Without 
Walls project, along with Drs. Zoellner’s and Porter’s offices. Participant recruitment, data 
collection and data analysis will occur concurrently and iteratively in this flexible study design to 
achieve data saturation.104 As is consistent with the principles of ethnography, data will be 
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collected through field work, semi-structured interviews, and relevant documents or 
artifacts.78,107,108,110 

Participant observations. Field work (the documentation of social environments, interactions, 
and behaviors) will be used to collect observational data, which will be recorded daily as 
jottings, and then expanded into field notes with rich, thick description of the community setting, 
interactions, and behaviors.81,131 Based on our evidence-based conceptual model and my 
preliminary research, I expect that participant observations will occur in faith-based institutions, 
such as local churches, outdoor walking groups, local parks and restaurants, and participant 
homes. However, I am also prepared to collect virtual participant observations if the impact of 
COVID-19 makes in-person data collection limited, or even impossible. Based on my 
conversations with key community leaders, the cancer survivor support group in Southwest 
Virginia has active online forum and social media groups. Virtual ethnography is not ideal, but 
many social interactions are now mediated by the virtual environment.105 Virtual environments 
and interactions can be considered both a culture and cultural artifact, making virtual 
ethnographic techniques integral to understanding rural resilience within the rural context in a 
post-pandemic society.105 We anticipated virtual environments to include: web-based interviews, 
local cancer support groups through social media, virtual meetings of support groups from the 
local cancer clinics, and blog posts. If virtual data collection is necessary, I have two years of 
experience collecting participant observations via video-conferencing through Dr. DeGuzman’s 
research.  
Semi-structured interviews. Semi-structured interviews will be audio-recorded and are 
anticipated to last approximately 60 minutes.104,132. There will be three types of interview 
questions that participants engage in: 1) oral history, which will be used to understand the 
participant’s unique context and experience with rural resilience, 2) personal narratives, which 
will be used for participants to share stories of how attributes of our conceptual model (faith, 
fatalism, community networks, cultural differences, community trust and provider mistrust) have 
impacted rural resilience, and 3) topical interviews, which will be 
used to identify optimal strategies for promoting rural resilience.83 
Since resilience is highly impacted by social qualities and social 
support, many interview questions will revolve around 
participants’ perceptions of social support.31,34-35 Thus, if 
interviews occur with both the rural cancer survivor and their 
caregiver, there is a risk of introducing bias through “desirability 
pressures,” in which participants give the answer they believe is 
culturally and socially acceptable.33 To minimize this risk, Dr. 
LeBaron and I have developed the following plan: interviews will 
occur individually with rural cancer survivors, and individually 
with their family/community caregivers, whenever possible. 
Interview questions will be open-ended to elicit experiences of 
rural resilience,83, 85 and will be adapted iteratively based on 
emerging themes.131 Table 5 depicts potential interview questions. 
Participants may be contacted for additional interviews based on 
the emerging themes.85 In the event I am not able to interview 
participants in-person due to COVID-19, interviews will occur 
over a HIPPA-compliant videoconferencing system, WebEx. I 
have two years of experience with virtual semi-structured interviews with rural cancer survivors. 

Table 2. Sample 
interview questions for 
Aim 1. 
Can you tell me about a 
time when your 
community networks 
helped you feel supported 
after (your loved one’s) 
cancer treatment? 
Please tell me about the 
role, if any, that 
spirituality has in your 
(loved one’s) post-
treatment care. 
What, or who, do you 
think has helped you (your 
loved one) to adapt to 
being a cancer survivor? 
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If participants don’t have a video-capable device, we have an ipad with pre-loaded data to mail 
to them for the interview.   
Documents or artifacts. Data collection will occur through systematic review of local 
newspapers, policies of agencies impacting rural resilience (such as local clinics, churches, and 
support groups), and photographs of the places rural cancer survivors travel to.95 Data from 
documents and artifacts will provide robust information of the socio-political contexts impacting 
rural resilience.95  
Data Analysis. Data analysis will occur in the systematic process of thematic analysis, and will 
be guided by our conceptual model (Figure 1), with the goal of reaching data saturation.136 To 
reach data saturation, I will be concurrently collecting and analyzing data, will have prolonged 
field immersion, and will continue iterative analysis until repeated themes emerge from 
participant data.97 The process of analysis is as follows: first, field notes will be expanded on for 
the purpose of thick, rich description enabling interpretation of social meaning and context to 
participants’ actions, organized chronologically,106,107,11 then be analyzed for patterns of rural 
resilience in rural cancer survivors, and the interaction of rural resilience with the sociocultural 
context. Key observations will be categorized as expected or unexpected observations, and 
coded.136 Recorded interviews will be transcribed and cleaned.132 Formal interview transcription 
will be coded using NVIVO software, using two coding strategies, 1) a systematic theoretical 
coding schema based on the our conceptual model (Figure 1) of rural resiliency, and 2) open 
coding.84,135 The unit of analysis will be phrases or sentences to determine meaning and 
context.108 Reflexive journaling79,80,82 and analytic memos will be used to further contextualize 
findings, and an audit trail will ensure rigor.108 Thematic analysis will be used to extract key 
themes from interview and observational data,133,134 which will be further contextualized and 
defined in terms of their relationships to each other. Preliminary findings will be triangulated by 
data from observations, interviews, and artifacts,78 and discussed with the mentorship team for 
the purpose of peer debriefing.110 Then, findings will be presented to the SWVA CAB to 
contextualize observational and interview data, member-checking,110 and dissemination of 
findings to the community.109,111 

Expected Outcomes. I expect to obtain over 500 hours of field observations, and a minimum of 
20 interviews with rural cancer survivors, and 20 interviews with the primary family/community 
caregiver of rural cancer survivors. These data will be interpreted to illuminate how rural cancer 
survivors’ experiences regarding resilience are generated by their social structures.83 We 
anticipate providing a comprehensive emic perspective on resilience in rural cancer survivors104 

that will guide strategies for future intervention development. 
    

 
The mentorship team will maintain the same roles as with Aim 1, except that Dr. DeGuzman will 
oversee data management and analysis. The sample, recruitment, retention, eligibility, and data 
collection are the same for Aim 2 as for Aim 1, with the following exceptions:  
Sample. Only rural cancer survivors (n=20) and their family or community caregivers (n=20) 
will be recruited.  
Data collection. Data collection for Aim 2 will occur concurrently with data collection for Aim 
1.  

Aim #2: Identify and prioritize potential target sites (locations of faith, community networks, 
and community trust) for future community-based interventions to promote rural resilience. 
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Participant observations. I will engage in field work to specifically document participants’ social 
environments.112 I will collect participant observations regarding places participants travel to for 
increased resilience, descriptions of those locations, and the method of travel. The address and 
description of locations rural cancer survivors travel to for increased resilience will be recorded 
daily as jottings, and then expanded into field notes.81,131 In the event COVID-19 prohibits in-
person field work, I will use virtual ethnography to note social media platforms survivors use to 
seek faith, community networks or community trust.105  
Semi-structured interviews. Interview structure will be the same as Aim 1. Rural survivors and 
their caregivers will be interviewed separately about 
locations they travel to for faith, community networks, 
and community trust. Topical interview questions will 
be guided by our conceptual model of rural resilience to 
identify specific places rural cancer survivors go to for 
increased resilience. Table 6 depicts potential interview 
questions.  
Geocoding locations of faith, community networks, 
and community trust. I will extract the addresses of 
places rural cancer survivors travel to for increased 
resilience from participant observations and from semi-
structured interviews. Geocoding, which is the process of identifying the exact spatial location of 
an address by the location’s latitude and longitude coordinates, will be used for descriptive 
mapping.41 To identify geocodes, we will first use the U.S. Census Geocoder. If I am unable to 
successfully geocode a location with the U.S. Census Geocoder, I will use Google Maps to 
determine the location’s latitude and longitude coordinates. I expect some “locations” that 
support rural resilience to be virtual platforms, such as online support groups and social media. 
To capture virtual sources of rural resilience, I will geocode the location that rural cancer 
survivors use to access virtual platforms, with the assumption that this location may be a place 
other than home, such as a local library, due to limited broadband in rural Virginia.77  
Geospatial Analysis. Descriptive maps of locations that rural cancer survivors travel to for faith, 
community networks and community support will be produced in ArcGIS Pro, an online 
geospatial software system I have access to through UVA. Base maps of the environmental 
characteristics (roads, parks, railroads) of Southwest Virginia are available through the UVA 
Spatial Tech at the Scholar’s Lab. Analysis of spatial clustering will be used to determine 
potential target sites of future interventions that promote resilience in rural cancer survivors. 
Density-based clustering has been successfully used to identify target sites for community-based 
interventions.41,136.137 I will use density-based clustering to perform spatial cluster analysis in 
ArcGIS Pro. Density-based clustering was chosen to determine where concentrated clusters of 
locations that support rural resilience exist in Southwest Virginia.40,41 Once clusters of locations 
rural cancer survivors travel to for increased resilience are identified, I will calculate the 
distribution of distance (driving time and distance) between all locations within each cluster to 
prioritize locations for future interventions. Using ArcGIS Pro, I will be able to measure driving 
time and distance while accounting for typical traffic patterns and speed limits. This geospatial 
analysis will provide a comprehensive understanding of target locations to implement 
interventions that increase rural resilience in rural cancer survivors.  
Expected Outcomes. We expect to identify and prioritize specific locations in Southwest 
Virginia with a high number of existing sources of faith, community networks, and community 

Table 3. Sample interview 
questions for Aim 2. 
Can you tell me about places you 
and your loved one go to in order to 
feel faith? 
Tell me about a time you felt 
community trust.  
If you need to connect with your 
community, where is the best place 
for you to go? 
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trust. These locations will serve are potential target areas for future intervention implementation. 
We also expect to report on using geospatial clustering methods to identify target locations for 
intervention implementation in other rural communities. We expect that we will publish three 
manuscripts based on data from aims 1 and 2 of this study.  
 
Table 4. Plan for Manuscript Dissemination 

Anticipated 
Year of 

Submission 

Anticipated Manuscript Title  Anticipated Journal for 
Submission 

2023 Target Locations for Interventions in Rural 
Communities to Reduce Cancer-Related 
Distress 

Journal of Public Health 
Nursing 

2023 Sources of Rural Resilience in the Rural 
Cultural and Geographic Context 

Journal of Rural Health 

2024 Culturally-Tailored Strategies for How and 
Where to Promote Rural Resilience in 
Cancer Survivors 

Journal of Cancer Survivorship 

 
Potential Limitations and Strategies to Overcome. The target population may be challenging 
to recruit based on geographic location and potential mistrust of clinicians/researchers.46,53,74 I am 
well positioned to overcome recruitment challenges with this population because 1) I already 
have established rapport with several potential participants from Dr. DeGuzman’s study, 2) I 
have permission to recruit from 2 studies that have successfully recruited this population, and 3) 
my, and my mentors’ membership with the SWVA CAB enables me to network with key 
community gatekeepers. A second anticipated limitation is in-person field immersion due to 
COVID-19. However, contemporary ethnography is no longer limited by community borders, 
especially in our post-pandemic society.104 Virtual ethnographic methods are adaptable are 
appropriate for exploring relations and interactions.105 I have received training in virtual 
ethnographic techniques in a webinar “Virtual Fieldwork Across Online Spaces”, am 
experienced in virtual observational and interview data collection from my work with Dr. 
DeGuzman’s telemedicine study. Specific to Aim 2, there is the potential of problems geocoding 
rural locations, particularly the places rural survivors use to connect to virtual platforms. Dr. 
DeGuzman is well-versed in geospatial analysis and software, and I will have access to two GIS-
certified experts available for analysis and software support from the University of Virginia 
Spatial Tech team. 
Feasibility. Target recruitment and enrollment for Aims 1 and 2 are feasible due to the available 
sampling pool from Drs. Porter and DeGuzman’s research. The robust training plan in 
ethnography, geospatial analysis, and public health make it feasible to complete the aims of this 
study within the proposed timeline.  
Study Timeline. The timeline for this proposal is 24 months (May 2021-May 2023) including 
training in ethnography and geospatial analysis, implementation of study procedures and 
dissemination of results. 
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Table 5. Timeline for proposed study Y 1 (2021) Y 2 (2022) 
Aims/Tasks Q3 Q4 Q1 Q2 Q3 Q4 
Complete training coursework       
Complete Institutional Review Board protocol       
Participant Recruitment       
Gaining entrée with the community        
Data Collection       
Data Analysis       
Participant Recruitment       
Data Collection       
Data Analysis       
SWVA CAB member checking        
Dissemination to SWVA CAB       
Dissemination to scholarly community       
Postdoctoral applications and interviews       
Manuscript writing       
F32 postdoctoral grant preparation        
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Abstract 

Purpose: Rural culture may negatively or positively impact the psychosocial health of rural 

cancer survivors. When rural cancer survivors utilize aspects of rural culture to enable positive 

adaptations, they demonstrate the phenomenon of rural resiliency. However, resiliency in cancer 

survivors, and in rural communities, is poorly understood. The purpose of this analysis is to 

identify the concept of rural resiliency in cancer survivors in the nursing literature and propose a 

conceptual framework that may help nurses leverage resilience to improve rural survivorship 

care. Methods: We used Walker & Avants’ concept analysis method to direct the selection and 

analysis of research articles published between 2000 and 2020 that focused on cancer survivors 

residing in rural communities. We identified a definition, antecedents, consequences, attributes, 

and empirical referents, and related terms. We developed model, contrary, and borderline case 

examples. A novel conceptual framework incorporating these attributes is proposed. 

Conclusions: The conceptual model of rural resiliency for cancer survivors is grounded in three 

domains of rural culture, each with attributes that may impact rural resiliency: spirituality, 

cultural norms, and social capital. These domains impact a cancer survivor’s status on the 

continuum of rural resilience-psychosocial distress, leading to either negative or positive 

psychosocial outcomes. Clinical Relevance: A better understanding of how rural resiliency 

impacts cancer survivors can help clinicians and researchers provide feasible and culturally-

targeted post-treatment care. The proposed conceptual framework guides nurse researchers to 

develop culturally appropriate measurement tools and evaluate rural resiliency and its impact on 

outcomes. Nurses with a better understanding of resilience in rural cancer survivors can 

ultimately reduce health outcome disparities and improve access to supportive care resources.  

Key words: rural, cancer survivor, resilience, concept analysis, conceptual framework 



Exploring rural resilience through cultural and geospatial contexts  

 

34 

 

Rural Resilience in Cancer Survivors: Conceptual Analysis of a Global Phenomena 

 There are over 43.8 million cancer survivors worldwide (American Cancer Society, 

2018), and approximately 3.4 billion people living in rural communities (World Bank, 2018). 

Globally, rural cancer survivors may experience greater psychosocial distress (distress due to 

physical, emotional, or mental pressures that can decrease quality of life in cancer survivors; 

National Cancer Institute, 2020) compared to urban cancer survivors (Butow et al, 2012). In 

countries such as Australia, the U.S., Ireland, and the U.K., rural cancer survivors face barriers to 

psychosocial care such as provider shortages, local hospital closures, and greater travel times to 

health care facilities (Butow et al; Rogers-Clack, 2002). Additional barriers include low 

socioeconomic status, lack of health insurance, and mistrust in healthcare providers (Zahnd et al, 

2018; Rogers-Clark, 2002). Further complicating access to psychosocial care, rural cancer 

survivors may prefer to seek psychosocial support from informal sources such as family, friends, 

and community members instead of healthcare providers (Pascal, Johnson, & Dickson-Swift, 

2015). The global body of literature has identified negative outcomes that rural cancer survivors 

experience, such as decreased quality of life (National Cancer Institute, 2012), but little is known 

about how rural cancer survivors make positive adaptations to improve health outcomes (Katz et 

al, 2010). This concept analysis will help introduce the novel phenomena of rural resilience in 

cancer survivors by describing how rural survivors adapt their available community resources to 

obtain psychosocial care and improve their health outcomes (Cosco, Kaushal, Hardy, Richards & 

Stafford, 2017).  

 Resiliency in cancer survivorship is poorly understood due to multiple definitions and 

contexts (Molina et al, 2018). The concept of rural resilience is scarce in nursing literature, and 
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in cancer survivorship literature. At this point, resilience is ill-understood in rural communities, 

likely because of a strong focus on the negative outcomes that cancer survivors experience 

(Rogers-Clark, 2002). Concepts are dependent on their context (Rodgers & Knafl, 1993) and 

resiliency in cancer survivors needs to be analyzed from the rural cultural perspective. Currently, 

rural resilience is a developmental concept in ecological literature (Heijman, Hagelaar & van der 

Heide, 2019) but this concept may not depict how rural cancer survivors make positive 

adaptations despite poor healthcare access. Likewise, resilience has been analyzed as a concept 

in nursing literature for patients across the age continuum (Earvolino-Ramirez, 2007) but that 

model may not capture how rural culture influences resiliency, or how nursing research may 

utilize resiliency to improve health outcomes for rural cancer survivors. Resilience in adult 

cancer survivors has been conceptualized in a model that explains the continuum of distress-

resilience and incorporated individual characteristics (Deshields, Heiland, Kracen & Dua, 2016) 

but does not explain the role of culture. Rural culture influences the health behaviors and beliefs 

of cancer patients, and its role needs to be understood to develop interventions that improve 

health outcomes (Carriere et al, 2018; Rogers et al, 2019). Developing a conceptual framework 

of rural resiliency is the first step towards future intervention development.  

By understanding the attributes and outcomes of rural resiliency in cancer survivors, 

clinical nurses and researchers working in a variety of rural settings will be able to better identify 

how to engage their communities in survivorship care to improve health outcomes. The purpose 

of this concept analysis is to 1) establish rural resilience in cancer survivors as a global 

phenomena of nursing interest, and 2) propose a conceptual framework to guide the development 

of interventions that promote rural resilience in cancer survivors. The concept of rural resilience 

in cancer survivors will be analyzed using the Walker & Avant method while discussing the 
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challenges of measuring rural resilience, and recommending focus areas for future research 

(Schiller, 2018)  

Methods 
 

 A clear and rigorous concept analysis is fundamental for future nursing theory and 

clinical practice changes (Schiller 2018). To accomplish this, we selected the Walker and 

Avant’s method due to its prevalence in nursing concept literature and clear methodological 

steps (Walker & Avant, 2005).   

The selection of rural resilience in cancer survivors was chosen based on our clinical 

experiences observing this population’s successful adaptations to meet their post-treatment needs 

through informal community resources. The literature defines adaptation in the face of adversity 

as resiliency (Cosco et al, 2017). In this analysis, rural resilience is defined as 1) rural cancer 

survivors facing adversity, and 2) making an adaption, specifically the use of informal 

community resources to meet post-treatment care needs and overcome structural, social, 

physical, and cultural barriers to accessing healthcare. 

The purpose of this concept analysis is to identify the phenomena of rural resiliency in 

the cancer survivorship literature. Language used to describe resiliency in the literature guided 

the search in two phrases. The first search phrase used (resilience OR self-efficacy OR coping 

OR resiliency OR self-reliance OR spirit OR strength OR "positive adaptation") AND rural 

AND cancer AND survivor. The second phrase used community AND rural AND cancer AND 

survivor. Databases searched were: PubMed, GoogleScholar, Proquest Social Sciences, and Web 

of Science. 165 studies were retrieved. All studies retrieved by the search phrases were exported 

to citation manager Mendeley for title and abstract review. Studies that were relevant to the 

conceptual analysis based on title and abstract review were fully read, and concept uses, 
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antecedents, consequences, and empirical referents were coded and extracted by a single 

reviewer. 29 studies meet inclusion criteria for this conceptual analysis. 

Analysis 

 Concept Uses 
 
 The literature reflects a continuum of positive and negative aspects of rural resilience as it 

relates to psychosocial outcomes. Negative aspects that increased psychosocial distress included: 

describing inaccurate beliefs about cancer (Livaudais et al, 2010); explaining how rurality caused 

poor health outcomes (Katz et al, 2010); describing how rural cancer survivors ended up isolated 

from their communities (Rogers-Clark, 2002); and describing a lack of care-seeking behaviors 

(Gunn et al, 2020). Positive aspects of the concept included: strong coping strategies (Cahir, 

Thomas, Dombrowski, Bennett & Sharp, 2017); inner strength (Gunn et al, 2020); informal 

community support systems (Allicock et al, 2017); changing negatives into positives (Gisiger-

amata, Adams, Nolan & Meneses, 2016); improved health outcomes (Rogers et al, 2019); buffers 

to emotional distress (Reid-Arndt & Cox, 2010); reduced distress (Angell et al, 2003); 

maintaining social standing during survivorship (López, Eng, Randall-David & Robinson, 2005); 

improved self-efficacy (Olson et al, 2014); returning to normalcy (Torress, Dixon & Richman, 

2016) a positive survivorship narrative (Allen & Roberto, 2014).  

Antecedents  
 
 Several antecedents were consistently found during the phenomena of rural resilience in 

cancer survivors. These included barriers to health care access and health outcome disparities, 

unmet needs for caregivers, fear, having a goal of returning to normal, and a lack of survivorship 

information (DeGuzman, Colliton, Nail & Keim-Malpass, 2017). The dearth of healthcare access 

caused a cascade of issues such as unmet survivor needs, fear of cancer-related outcomes, and 
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lack of available survivorship information. Facing these challenges, rural survivors needed to 

find survivorship care through the community resources available to them.  

Attributes 
 
 Rural resilience is guided by cultural beliefs and values. Resiliency exists on a dynamic 

continuum of resilience-psychosocial distress (Deshields et al, 2016), and culture impacts 

resilience through subjective norms and health behaviors (Carriere et al, 2018). We found the 

rural cultural domains of spirituality, social capital, and cultural norms have aspects that can 

positively or negatively impact health along the resilience-psychosocial distress continuum. The 

attributes are presented here as a dichotomy between those positive aspects (such as seeking 

support from the community), and related negative aspects (such as mistrust in healthcare).  

Spirituality: Faith vs Fatalism. Rural cancer survivors face challenges obtaining information 

about the survivorship period, including what to expect. Rural survivors use faith as a source of 

cancer knowledge and support, using spiritual explanations such “God’s will (Livaudais et al, 

2010).” Faith, prayer, and God are linked to strong social networks via local community 

churches, and this spiritual support can enable rural cancer survivors to remain positive during 

the survivorship transition (Torres et al, 2016). Through faith and spiritual knowledge, which 

supports inner-strength, rural survivors maintain their independence (Walker, Szanton, & 

Wenzel, 2015). Faith is utilized as a channel for rural cancer survivors to return to their 

community; rural cancer survivors determined they were successfully transitioning back to their 

normal lives by spending time at church instead of in the hospital (Walker et al, 2015).  

 The negative aspect of spirituality was fatalism. With the spiritual knowledge of “God’s 

will,” rural survivors may accept their pre-determined fate and decide not to seek health care 

(Torres et al, 2016; Livaudais et al, 2010). Through fatalism, spiritual knowledge of cancer is the 
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result of poorly resourced communities and cultural oddities (Allen et al, 2014). Providers’ own 

perceptions of spiritual beliefs may result in culturally inappropriate care. 

Social Capital: Strong Community Networks vs Cultural Differences. The attribute of strong 

social networks was frequently used to describe rural communities in research literature. Terms 

used to describe social networks include “support networks,” “community,” and “social support 

(Rogers et al, 2019, Olson et al, 2014; Torres et al, 2016)”. Rural cancer survivors utilize their 

strong social networks as both informal community support systems and caregivers. Social 

networks keep community members closely connected, and therefore survivors’ cancer journeys 

are often public knowledge, which survivors view both positively and negatively (McNulty & 

Nail, 2015). Despite a loss of privacy, communities support rural cancer survivors to make 

healthy choices (Rogers et al, 2019), and make healthcare related decisions (Allen et al, 2014).  

 The presence and role of strong social networks in rural communities positively impact 

survivors’ health, but cultural differences may transmit false thinking and beliefs about cancer. 

The term “cultural differences” was used to encompass any cancer-related belief, activity, or 

value that was not congruent with mainstream medical practice. Cultural differences were used 

to explain rural survivors’ inaccurate beliefs about cancer, unhealthy patterns of behavior, and 

reasons for worse mental health outcomes (Livaudais et al, 2010; Andrykowski & Burris, 2010).  

Cultural Norms: Seeking community support vs mistrust in healthcare providers. Rural cancer 

survivors often prefer to seek support from informal community sources instead of formal health 

providers (Pascal et al, 2015). Rural cancer survivors seek the opportunity to connect with 

community peers, and obtain community support (Allicock et al, 2017). Rural cancer survivors 

indicate they trust their community and community leaders and feel a strong desire to reconnect 
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with their community as they transition to back to their normal lives (Gunn et al, 2020; McNulty 

& Nail, 2015).  

 However, seeking community care may also be due to culturally grounded mistrust in 

healthcare providers, particularly for rural ethnic and minority groups. Rural cancer survivors are 

sometimes unwilling to seek care from providers (Rogers-Clark, 2002). A negative outcome of 

seeking survivorship care and information from informal community sources, is that rural cancer 

survivors learn inaccurate beliefs about cancer (Livaudais et al, 2010). Minority survivors are at 

particular risk of experiencing negative outcomes due to cultural differences when interacting 

with the health care system (López et al, 2005; McNulty & Nail, 2015). 

Consequences 
 
 Consequences of rural resilience for cancer survivors is associated positive and negative 

outcomes along the resilience-psychosocial distress continuum. Resilient rural cancer survivors 

can leverage self-and community-reliance to their benefit, but limited healthcare facility 

resources can lead to unmet post-treatment needs. 

     Rural cancer survivors who adapted their existing community systems to support their 

needs experienced positive consequences such as improved quality of life (McNulty & Nail, 

2015), improved physical health (Rogers et al, 2019), decreased psychological distress (Angell et 

al, 2003), strong coping skills (Torres et al, 2016), improved self-efficacy (Olson et al, 2014), 

less emotional distress (Reid-Arndt & Cox, 2016), and post-traumatic growth (Andrykowski & 

Burris, 2010). Despite the lack of available health care providers and information, rural cancer 

survivors were able to utilize their informal community resources to improve their health 

outcomes. 
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 When aspects of rural culture impacted health behaviors in a way that decreased rural 

resiliency and increased psychosocial distress, cancer survivors experienced chronic health crisis 

(Rogers-Clark, 2002), lower functionality (Reid-Arndt & Cox, 2010), unmet survivorship needs 

(Katz et al, 2010), worse coping skills (Schlegel, Talley, Molix & Bettencourt, 2009), and poorer 

psychosocial health (Andrykowski & Burris, 2010). In context of these negative attributes, 

although rural cancer survivors adapt their strong informal community support systems to obtain 

survivorship care, they experience poorer health outcomes because they lack clinical support 

(Pascal et al, 2015).  

Model, Borderline, and Contrary Cases 

 In a model case of rural resiliency, cancer survivors with poor access to providers obtain 

survivorship care efficiently using informal community resources. For example, Jackie, a 57-year 

old breast cancer survivor, is six months post treatment. She received her cancer treatment from 

a NCI-designated cancer center that is two hours away from her home. Her local hospital does 

not have an oncologist or social worker, and her primary care physician is not comfortable 

providing survivorship care. Jackie is experiencing high levels of anxiety about her physical and 

functional changes post treatment. She seeks information and support from peers at her church 

group. Using her social network and spiritual knowledge, Jackie views her new changes as 

“God’s will” and experiences reduced levels anxiety. She does not seek clinical support or 

treatment. At her follow up visit with her oncologist, Jackie admits to having anxiety, but 

declines her oncologist’s offer for a social work referral. 

 A borderline case of rural resiliency would be if a cancer survivor sought information or 

support from informal community resources, but is unable to efficiently obtain help. Using the 

same situation as described above, a borderline case of resiliency would be if Jackie seeks 
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knowledge and support from her local church group, but the church group is difficult for her to 

connect with. It takes Jackie several attempts before she is able to speak with the church group, 

but once she does, they give her information and support.  

 In a contrary case, consider James, a 70-year old thyroid cancer survivor who has been 

denied help from an informal community network. James received treatment from an oncologist 

and surgeon at the nearest Cancer Center-over 2.5 hours away from his home. He needs to make 

a follow-up appointment with an endocrinologist, but there is only one provider in his 

community, and the provider doesn’t have any appointments available for the next three months. 

James will need to travel back to the Cancer Center in a week to see the Endocrinologist there, 

but he is unable to drive because of the pain medications he is taking. James needs help with 

transportation to his appointment. He reaches out to his local community, friends and neighbors, 

and they tell him they cannot help him. James has to reschedule his appointment.   

Empirical Referents 

 Although the phenomenon of rural resilience is present in the literature, the conceptual 

term is not. Likewise, there are currently no consistently used empirical referents of rural 

resilience. While there are various resiliency measures, the Connor-Davidson Resilience scale 

and Resilience Scale for adults were found most frequently in our literature review, and both 

have higher psychometric ratings when compared to other resilience measures (Wells, 2009). 

The Resilience Scale has been used to assess resilience in rural cancer survivors, and found that 

the scale may not show how self-reliance in rural communities is possible due to the presence of 

strong social networks (Wells, 2009). The Resilience Scale for Adults measures resilience 

through the domains of personal competence, social competence, family coherence, social 

support and personal structure (Wells, 2009). When compared to the domains we found to 
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impact rural resiliency, this scale measured social capital thoroughly. However, it may not 

measure the rural resilience domains of spirituality and cultural norms.   

The Connor-Davidson Resilience Scale, a reliable and validated scale used to measure 

resiliency in cancer patients across the care continuum (Connor & Davison, 2003) has been used 

to assess resiliency in aging rural populations (McKibbin et al, 2016). This scale measures 

resilience through the domains of personal competence, trust, acceptance of change and secure 

relationships, control, and spiritual influence (Wells, 2009). When compared to our findings 

regarding rural resilience, this scale may addresses the domain of spirituality, and may address 

social capital through relationship, personal competence and secure relationships. However, the 

Connor-Davidson Resilience Scale does not factor in the impact of cultural norms, which we 

found to be a significant domain of rural resiliency.  

Neither the Connor-Davidson Resilience Scale or the Resilience Scale of Adults  

comprehensively measure the domains of rural resilience found in our literature review. 

Furthermore, it is unknown if these scales are culturally appropriate for rural cancer survivors 

(Wells, 2009). Resilience may be understood differently within various cultures (Wells, 2009) 

and we have established that rural culture is the foundation of rural resilience for cancer 

survivors through our analysis. Future qualitative research can determine the applicability of 

current resilience measures, and provide direction for how to improve those measures to be 

culturally tailored (Wells, 2009).  

Discussion 

We have identified rural resiliency within the literature by discovering how rural cancer 

survivors achieve health in a limited-resource environment. We found rural survivors experience 

more cancer-related fears, unmet needs, and higher levels of emotional distress than urban ones 
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(Gunn et al, 2020). Due to cultural beliefs, personal preference, or lack of resources, rural 

survivors actively seek survivorship care through informal community systems (Pascal et al, 

2015). While rural survivors demonstrate resiliency, the unique cultural context makes it 

challenging to define or measure rural resiliency. Rural cancer survivor needs are different from 

urban ones, and require different interventions (Katz et al, 2010).   

We propose a conceptual framework to aid in understanding the role of rural resiliency 

when addressing the unique needs of rural cancer survivors. Figure 1 depicts a conceptual 

framework of rural resilience based on the current analysis. This framework depicts attributes of 

rural resiliency found within the literature, which are represented as three cultural domains on 

the resilience-psychosocial distress continuum (Deshilds et al, 2016). The domains of 

spirituality, social capital and cultural norms can impact resilience in rural cancer survivors. We 

found that within the domain of spirituality, faith may be used to increase inner-strength (Allen 

& Roberto, 2014), while fatalism can hinder coping (Schlegel et al, 2009). In the domain of 

social networks, strong community networks provide and acceptable source of support (Allicock 

et al, 2017), which may help strengthen self-efficacy (Olson et al, 2014). However, cultural 

differences may be contributed to the decision not to seek care (Gunn et al, 2020), particularly 

for ethnic and minority cancer survivors (López et al, 2005; Torres et al, 2016; Livaudais et al, 

2010). In the domain of cultural norms, the rural cancer survivors seek information through 

trusted community knowledge and resources (Allicock et al, 2017), but rural patients may not 

seek formal provider care due to mistrust of providers (Rogers-Clark, 2002).  

The attributes of each domain impact rural resiliency along the resiliency-psychosocial 

distress continuum (Deshilds et al, 2016). Increased resilience leads to improved psychosocial 

outcomes, such as quality of life, coping, self-efficacy and posttraumatic growth. Less resilience 
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leads to increased psychosocial distress and worse psychosocial outcomes, including poor quality 

of life, more unmet needs, and poor coping skills.  

 

 

By investigating both positive and negative impacts of rural culture on cancer survivor 

resilience, nurse scientists can broaden the understanding of how rurality can positively impact 

health. Targeted interventions to strengthen resiliency has led to improved health outcomes for 

cancer survivors (Molina et al, 2014). Researchers have already successfully utilized 

community-based interventions to improve survivorship care (Angell et al, 2003). Nurses are 

ideally positioned to improve psychosocial distress in rural cancer survivors by promoting rural 

resiliency. Rural communities highly value nursing care, and that nurse-driven interventions 

improve outcomes for rural cancer survivors (Schoenberger et al, 2016; American Cancer 

Society, 2018). In fact, some rural cancer survivors have claimed that the ability to speak with 

their nurse is the most valuable aspect of survivorship care (Schoenberger et al, 2016).  

Moving forward, our conceptual framework may be used to help clinicians and 

researchers support rural cancer survivors by identifying domains that are supporting or 

detracting from patients’ health, aligning patient and family education to relevant domains, and 

directing patients to community resources that will support health. Nurse researchers can use the 

Figure 1 Conceptual Framework for Rural Resilience in Cancer Survivors 
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conceptual framework to develop targeted interventions within the domain areas to support rural 

cancer survivors, and use the framework to identify measurable variables. Nurse researchers can 

also use the conceptual model to guide future qualitative research that can evaluate the cultural 

appropriateness of current resilience measures, and to develop and evaluate a comprehensive 

measure of rural resilience (Wells et al, 2009).  
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Abstract 

Purpose: To understand rural survivors’ experience of participating in a nurse-led telemedicine 

visit for addressing cancer-related distress. 

Participants and Setting: Twenty-five rural-dwelling post-treatment adult head and neck cancer 

survivors recruited from a cancer center clinic affiliated with an academic health system serving 

a rural catchment area in the Southeastern U.S.  

Methodologic Approach: Multi-method approach using descriptive qualitative interviews and a 

quantitative survey, the Telemedicine Satisfaction and Use Questionnaire.  

Findings: Three themes were extracted from the qualitative interviews: rural cancer survivors 

trust oncology nurses with their distress experience, an oncology nurse telehealth visit increases 

survivors’ access to information and education, and rural cancer survivors overcome technology 

barriers to speak with an oncology nurse. Quantitative findings indicated high satisfaction with 

the nurse-patient relationship over telemedicine and lower satisfaction with using telemedicine 

equipment to connect to a visit.  

Implications for Nursing:  Rural cancer survivors are willing to overcome technology barriers to 

discuss cancer-related distress with a nurse over telemedicine. Although they may be willing to 

be open and vulnerable about distress with an oncology nurse, they are less likely to accept a 

referral to another provider of psychosocial care. Nurses can incorporate warm handoffs to 

increase psychosocial referral uptake for rural survivors. 
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Knowledge Translation 
 
 
• Rural cancer survivors confronted technology barriers to speak with an oncology nurse 

over a telemedicine video visit. 

• Oncology nurses can establish a trusting therapeutic relationship with rural cancer 

survivors over a telemedicine video visit, during which survivors will discuss their 

cancer-related distress. 

• Rural cancer survivors with cancer-related distress may be reluctant to be referred to an 

oncology-specialized social worker, but a warm handoff may aid acceptance of this 

transition.  
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Introduction 

Rural cancer survivors are 15% more likely to experience distress (psychological, social, 

spiritual, or physical symptoms impacting survivors’ quality of life) than urban survivors  (Burris 

& Andrykowski, 2010). This disparity is due in part to complexities in accessing care when 

living a long distance from the site of primary cancer treatment. Rural survivors have been 

known to forgo care due to long travel distances (Lavergne et al., 2011; Pesut et al., 2010). The 

absence of survivorship care can lead to unaddressed lingering distress due to the permanently 

life-altering effects of treatment, including persisting side effects such as neuropathy, 

disfigurement and disability (Ellis et al., 2019). 

A telemedicine visit with a nurse has the potential to connect rural cancer survivors with 

needed care after primary treatment is completed. Telemedicine involves the delivery of direct, 

real-time patient care delivered virtually (ATA, 2020; Doarn et al., 2014), and is a subset of 

telehealth, which is “the use of electronic information and telecommunications technologies to 

support and promote long-distance clinical health care, patient and professional health-related 

education, and public health and health administration (U.S. Department of Health and Human 

Services, n.d.).” 

Telemedicine is conducted synchronously over the phone or a via video visit (VV). A 

major advantage of a VV is that because the provider can see and hear the patient in real time, 

they can assess both verbal and non-verbal cues, which makes it particularly amenable to nursing 

assessment and care needed during the post-treatment survivorship period (DeGuzman et al., 

2020).  

Purpose 
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Despite the promise of using telemedicine to deliver rural survivorship care, little is 

known about how rural patients perceive a nursing telemedicine visit (Hirko et al., 2020; 

Rouleau et al., 2017). The aim of this study was to understand rural cancer survivors’ experience 

of participating in a telemedicine nurse video visit for addressing cancer-related distress.  

 

Methods 

Design 

We used a multi-method approach to address the study aim, consisting of qualitative 

interviews supplemented with secondary analysis of a quantitative survey. Data presented in this 

paper were collected as part of a larger oncology nurse-led telemedicine intervention study 

designed to reduce cancer-related distress of rural head and neck cancer survivors (DeGuzman et 

al., 2020; DeGuzman, Vogel, et al., 2021). All study procedures were approved and overseen by 

the University of Virginia Institutional Review Board for Health Sciences Research. 

Sample and Setting 

Participants were recruited from a cancer center clinic affiliated with an academic health 

system serving a rural catchment area in the Southeastern U.S. Adult head and neck cancer 

survivors who had completed active treatment within the prior 6 months and lived in a rural area 

defined as living in a county classified by the National Center for Health Statistics as small 

metro, micropolitan or non-core and traveling at least 45 minutes to reach the cancer center were 

eligible. Purposive sampling techniques were used to identify participants (Etikan et al., 2016).  

Intervention 

The purpose of the original parent intervention study was to establish feasibility and 

preliminary efficacy of an oncology-led, distress screening, education, and referral intervention 
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delivered over a telemedicine VV. During the intervention, one of two oncology-specialized 

nurses guided participants in the intervention via a HIPPA-compliant telemedicine 

videoconferencing platform. Thirty participants received the intervention approximately 6 weeks 

after they completion of treatment. All interventions were conducted between April 2019 and 

September 2020. Further details regarding the intervention have been previously reported 

(DeGuzman et al., 2020; DeGuzman, Vogel, et al., 2021).  

Data Collection Process 

 As the overall purpose of the study was to establish feasible protocols, no data collection 

was conducted with the first four participants. After the first five participants, we initiated 

qualitative interviews, leaving 25 participants eligible for qualitative analysis. After the first ten 

participants, we initiated quantitative data collection, leaving 20 participants available for 

analysis. Figure 1 presents the number of participants available for each analysis.  

Qualitative Data Collection  

Qualitative data were collected from 25 participants through virtual semi-structured 

interviews and field notes over the same videoconferencing platform (HIPAA-compliant 

WebEx) used for the intervention.  Semi-structured interviews were conducted immediately prior 

to the intervention and again 6 weeks following the intervention.  Interview questions were 

aimed at capturing participants’ perspectives about the nurse-patient relationship experience over 

a VV,  informed by literature about rural cancer survivors’ utilization of technology and 

experiences with virtual access to care (Bernacchi et al., 2021; DeGuzman et al., 2020).  At the 

first interview, we asked participants about typical daily use of technology, goals for the 

telemedicine appointment, plans for connecting to their telemedicine appointments, and 

perspectives on developing a relationship with the nurse. During the second interview, we asked 
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about any challenges they faced during the intervention, and what aspects of the intervention 

they found helpful. The 25-question guide was iteratively revised during data collection based on 

the emerging themes. Of note, because data collection spanned the onset of the COVID-19 

pandemic, we added two questions to our post-telehealth intervention guide asking about the 

impact of difficulty accessing supportive care service, given the reduction in in-person services 

available during the initial months of the pandemic. Examples of interview questions are 

presented in Figure 2. 

Interviews were conducted by one of two researchers (V.B. and I.H.). Researchers 

collected observational field notes during the telemedicine visit, including documenting 

interactions with those family or friends present. Interviews were audio-recorded with participant 

permission, then de-identified, transcribed verbatim, and verified using qualitative software 

NVIVO. Field notes were de-identified and organized chronologically. 

Qualitative Data Analysis 

 We used an inductive, descriptive, qualitative approach to analyze data and reach data 

saturation (Sandelowski, 2000). One researcher (V.B.) read through the entire data set multiple 

times to familiarize themselves with the data prior to coding, and memo initial impressions and 

data patterns, then coded all data. 

We utilized process coding and open coding using key phrases and sentences as the unit 

of analysis. Two researchers (P.D. and V.B.) reviewed the codes, then collapsed them into 

broader categories, and related categories into themes. After reaching data saturation, we used 

our interviews with the final five participants to verify our findings (Creswell, 1998).  

We used reflexivity, peer debriefing, member-checking and triangulation with all 

members of the research team (Lincoln & Guba, 1985). The team met weekly to discuss 
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findings, which were triangulated with observations and interviews. The primary researcher 

(V.B.) used reflexive journaling and analytic memos and kept an audit trail. 

Quantitative Data Collection and Analysis 

Immediately following each visit, we administered the 21-item Telemedicine Satisfaction 

and Use Questionnaire (TSUQ) to determine their perceptions of the nurse visit.  The TSUQ 

uses a 1-5 scale ranging from strongly disagree to strongly agree. Two domains, video visits 

(VV) and use and impact (UI) capture patients’ perceptions with using telemedicine the 

technology (VV) and the usefulness of the technology to impact health (UI). Discriminant 

validity has been established and internal consistency of the two factors has been shown to be 

excellent (Cronbach’s alpha= 0.96 and 0.92 for VV and UI respectively; Bakken et al., 2006). 

Data were collected in Qualtrics (Provo, UT), and descriptive statistics were calculated using the 

Qualtrics report function. 

Results 

All 25 eligible participants survivors participated in the interviews and 15 of 20 eligible 

participants completed the TSUQ.  Table 1 depicts their demographic characteristics. 

Approximately half of the participants in both analyses were female. The majority were non-

Hispanic white, and the average participant was 60.5 years old and 60.7 years old in the 

qualitative and quantitative analyses, respectively.  

Qualitative Findings 

Three primary themes emerged from the data: 1) rural cancer survivors trust oncology 

nurses with their distress experience; 2) an oncology nurse telehealth visit increases rural 

survivors’ access to information and education, and 3) rural cancer survivors overcome 

technology barriers to speak with an oncology nurse.   
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Theme #1: Rural Cancer Survivors Trust Oncology Nurses with their Distress Experience 

 Rural cancer survivors were motivated to speak with an oncology nurse about their 

cancer distress. When asked what they hoped to get out of the telemedicine visit, many 

participants said just to talk with the nurse. Participants’ primary stated goal for the telemedicine 

appointment was to discuss their health concerns with the nurse, and several emphasized the 

value of having a nurse ask questions regarding their health. A 52-year-old male stated his goal 

going into the appointment was “just getting to talk to him (the nurse) about my concerns.” A 33-

year female mother of two young children echoed that statement after her appointment, saying 

the biggest benefit of participating was “just him [the nurse] taking the time to ask me the 

questions. And you know, identifying with my needs.” Furthermore, she stated that “it’s good to 

have someone ask these kinds of questions,” referring to questions about her psychosocial well-

being, while a 70-year-old male stated, “I appreciate the things you all are looking for,” and that 

he was particularly grateful for questions regarding if he was feeling anxious, depressed, or 

unable to sleep.   

Rural survivors discussed their fears, concerns, and cancer-related distress symptoms 

with the nurse. For example, a 52-year-old female patient told the nurse that she found the 

survivorship phase, “overwhelming. I don’t feel like I should have to worry all the time!” She 

expressed relief in being able to discuss her distress with the nurse, telling him that “it’s just 

those same concerns. You know I get this sore throat and it’s like, it’s just a concern that the 

cancer may come back like the other time. So it’s just a concern that it’ll come back like the 

other two times.” A 74-year male participant stated:  
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“I thought that the nurses I’ve dealt with have been great. Some of the docs not so much, 

all the nurses showed compassion. Some of the surgeons, well I know it’s a teaching 

hospital, but I had a lot of surgeries…Anyway the nurses were always compassionate.”  

Despite participants willingness to speak openly to a nurse about their distress, most were 

not willing to confide in other members of the healthcare team who were trained in providing 

psychosocial support. Specifically, 14 participants were offered a referral an oncology-

specialized social workers. Over 70% of participants declined this referral. Despite having 

discussed their distress with the nurse, several explained their cancer-related distress was not 

severe enough to warrant additional services. For example, a 63-year-old female who had 

discussed high levels of distress related to the after-effects of cancer treatment declined to speak 

with a social worker, even as she continued to describe her concerns to the nurse: 

“[I don’t need to speak to a social worker] at this time. I think I’m doing better. It’s this 

quarantine thing, I’ve been out of the house twice… And this prothesis… I thought it 

would be an implant but it’s not going to be. [The surgeon] thinks that is not a good idea 

since we need to check for the cancer.”  

Similarly, a 54-year-old male seemed comfortable describing his distress to the nurse, but also 

declined to receive further support from a social worker despite describing difficulties with his 

appearance resulting from cancer treatment: 

“Yeah, I don’t go anywhere without my hat on. Look the top of my head was cut off, and 

on my back and the top of my shoulders…I have a scar from the top of my head to the…I 

feel freakish. No, no I don’t [need a social worker]. The people I socialize with…they are 

used to it. I wouldn’t take my hat off for the longest time…at the restaurants…I used to 

never go to the restaurants without my hat on because I don’t want people to look at me 
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and be like “oh well what happened to him?” My hair all fell out from radiation. I used to 

have hair you know. My wife and my grandkids they don’t see it. But I do… I know he 

said [he could refer a social worker], but I know what I’m dealing with. I never asked 

how successful these surgeries are but I’m alive, so I guess it was successful.”  

Theme #2: An Oncology Nurse Telehealth Visit Increases Survivors’ Access to Information 

and Education 

During the telemedicine visit, study participants sought information and education from 

the nurse about the survivorship phase and ways to manage cancer-related distress, including 

information about healthcare resources they could access in their local communities. A 63-year-

old male with a new tracheostomy and oxygen requirement expressed his uncertainty in his 

ability to keep his business moving forward in the context of his inability to work full time. He 

told the nurse, “I own my own business, but now…I’ve been trying to get information on what I 

can do, on what to do next [to find out about disability].” The nurse guided the participant to his 

local office of disability for assistance, which field notes revealed that he had been unaware of 

prior to the visit. We observed the nurses educating participants in ways that assisted their 

recovery. Two participants experiencing post-operative neck and back pain received teaching 

about the impact surgery has on muscles and how long to anticipate time to fully recover, and the 

nurse presented strengthening and stretching exercises designed to increase mobility and 

comfort. One nurse educated several participants about their lab results and medication side 

effects and collaborated with the physician to adjust two participants’ medication regimens after 

learning of side effects that were impacting their activities of daily living. 

Participants emphasized the importance of having access to the nurse over a telemedicine 

visit during COVID-19. A 73-year-old female participant experiencing new difficulties with 
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swallowing stated “yeah it’s not easy here [in a rural town] …I got a referral for a clinic in the 

city, but everything is kind of on hold right now. It’s this quarantine thing! I’ve been out of the 

house twice…since they shut it all down.” The telemedicine visit allowed her to access nursing 

education that she might not have otherwise received. During the visit, the nurse discussed soft 

foods the participant could eat, recommended swallowing exercises, and moved up the 

participant’s follow up appointment. 

Theme #3: Rural Cancer Survivors Overcome Technology Barriers to Speak with an 

Oncology Nurse  

We observed several participants who struggled to connect to the appointment either due 

to lack of equipment or discomfort using digital technology. For example, a 52-year-old female 

participant was unable to connect independently to her telemedicine appointment twice, even 

with the nurse trying to help her via phone. A study team member ultimately drove several hours 

to her house to help her. When she finally connected, she expressed her distress and frustration at 

the outset of her appointment, stating: “It was just not connecting! And you know that’s just 

nerve-wracking when something doesn’t work and you’re trying, you know?”   

Despite technology challenges, we observed that participants were committed to 

overcoming these barriers to speak with the nurse. Some participants sought assistance from 

either a family member in their home (n=6), and two participants asked their home health care 

provider to assist with connecting to the appointment. Although many participants had a home-

based internet connection, three participants without sufficient broadband travelled to a nearby 

telehealth satellite site, located at a local clinic or hospital, where a nurse could assist with setting 

up the equipment. Telehealth satellite sites were also used by participants (n=3) who lacked a 
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video-capable device to connect to their visit. Participants who used a telehealth satellite site 

drove an average of 30 minutes to reach the location. 

Some participants were limited in their ability to connect, either due to lack of experience 

with the Internet or difficulties with their broadband signal, sometimes relying on family to help 

them connect to their appointment. A 74-year-old participant stated: “I don’t use technology by 

choice,” explaining that he had relied on his wife to help him use connect. A 52-year-old male 

participant explained that he asked his son to help him get set up for my telemedicine visit.  

Others independently persisted through technological barriers to connect with the nurse about 

their cancer-related distress. Two participants who were unable to maintain a connection to the 

videoconferencing system ended up switching to a cell phone to continue their conversation with 

the nurse when their connection couldn’t be maintained. Despite experiencing digital challenges, 

participants were satisfied with their experience connecting to the telehealth appointment. A 70-

year-old male tried to connect via his computer, but lost internet connection. He ultimately 

downloaded the videoconferencing application on his phone and used cellular data to connect. 

He stated, “I thought it went real well, our internet went out two times today-it's our area wide 

comcast-so it was hard to figure out how to download the app... I thought this went real well."  

Quantitative Findings 

Fifteen participants completed the TSUQ. All scores are presented in Table 2. The mean 

scores for each item ranged from 3.00 to 4.47. Overall, participants gave the lowest scores to 

those questions that asked about use of the technology. For example, the lowest scoring items 

were “my health is better than it was before I used the technology” (�̅�= 3.00; d=0.97) and “I can 

always trust the equipment to work” (�̅�= 3.00; d=0.89).  All questions related to the nurse 

interaction were scored the highest of all items, except for two. The highest scoring items were “I 
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can explain my problems well enough during a video visit” (�̅� =4.47; d=0.50), “my nurse 

engages me in my care (�̅�= 4.33; d=0.60), and “my nurse deals with my problems (�̅�= 4.33; 

d=0.60).  Two questions about the nurse interaction received ratings less than 4.0: “talking to a 

nurse during a video visit is as satisfying as talking in person” (�̅�= 3.13; d=1.50) and “video 

visits make it easier for me to contact the nurse” (�̅�= 3.73; d=1.00). 

 

Discussion 

Rural cancer survivors in this study discussed their cancer-related distress with an 

oncology nurse over telemedicine. Survivors openly discussed specific physical and 

psychosocial symptoms, despite several stating only a general goal for the visit (e.g., ‘to speak 

with the nurse’), confiding details about their post-treatment fears, challenges, and side effects 

and exhibiting vulnerability when discussing how distress was impacting their daily lives. These 

qualitative findings were reflected in the TSUQ survey in which survivors highly rated several 

aspects of the nurse-patient relationship highly including the ability to explain their problems to 

the nurse over the telemedicine connection, and their perceptions that the nurse was able to 

understand their condition, answer questions, deal with their problems, and engage them in their 

care.  To our knowledge, this is the first study to explore the therapeutic nurse-patient 

relationship between rural cancer survivors and oncology nurses over a telehealth connection and 

to identify the willingness of rural cancer survivors to connect with an oncology nurse over 

telemedicine. Given the imbalance between rural cancer survivors experiencing cancer-related 

distress (about 20%) and the shortage of oncology specialty providers servicing rural areas 

(Weaver et al., 2013),  development of interventions to improve access to rural survivors is 

paramount. Managing cancer-related distress is well within the scope of oncology nursing 
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practice (Brant & Wickham, 2013), suggesting that a nurse-led telemedicine intervention in 

which nurses can foster a therapeutic relationship with patients holds promise for improving 

access to high quality care for rural cancer survivors. Our findings are consistent with prior 

research demonstrating that oncology nurses use telemedicine to provide patients an opportunity 

to discuss their cancer-related distress, and initiate interventions to reduce that distress  (Paterson 

et al., 2020).  

Interestingly, all participants in our study openly discussed their cancer-related distress 

with the oncology nurse, but most of those who were determined to need further psychosocial 

care declined a referral to the oncology-specialized social worker, commonly stating that they 

did not need the extra support. Participants’ reasons for sharing distress with nurses but not 

social workers may suggest an inherent trust in the nurse-patient relationship. Trust in the 

nursing profession is well established; personal characteristics and professional caring behaviors 

of nurses contribute to a nurse-patient relationship founded on trust (Dinç & Gastmans, 2013). 

Our study expands on this work by showing that this trusting relationship may extend to virtual 

visits. Future research should evaluate how trust in the nurse-patient relationship extends to a 

virtual telemedicine visit. This is particularly salient for rural populations who may not always 

trust medical providers and may have different expectations for the care and communication they 

receive from providers (Eaves et al., 2020). 

Several participants had trouble connecting to the intervention, although all persisted and 

were ultimately able to connect by recruiting help from people in their support systems. Some 

expressed a great deal of frustration at having experienced unsuccessful attempts, while others 

were more positive about the experience. Difficulties with the technology were reflected in lower 

scores on the TSUQ data: Participants rated their experience with the technology quite low 
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relative to other scale measures, as well as compared to other populations (Bakken et al., 2006). 

Difficulty using technology is a known phenomenon among individuals who do not regularly use 

the internet (Hall et al., 2015). Their experience reflects the phenomenon of limited digital 

inclusion, which refers to having not only access to equipment, but also the skills to utilize 

technology (Rhinesmith, 2016). When launching a telemedicine intervention with rural 

survivors, nurses should bear in mind that rural patients unfamiliar with technology may require 

additional support to both find a broadband connection, and to utilize unfamiliar technology.  

Difficulty using technology can ultimately be a barrier to adoption (Campbell et al., 2017), 

which can further exacerbate rural-urban health inequities if not addressed (Tashkandi et al., 

2020). Creating local hubs with equipment and broadband, at community-centered locations such 

as rural libraries, may be a way to decrease technology barriers for rural cancer survivors 

(DeGuzman, Jain, et al., 2021).  

Implications for Oncology Nursing 

Our findings suggest that oncology nurses are well-positioned to lead interventions aimed 

at addressing cancer-related distress with rural survivors over a virtual connection because of 

their ability to maintain a trusting therapeutic relationship.  One area needing further exploration 

is understanding how nurses can best engage rural survivors in accepting psychosocial support, 

when a visit is conducted virtually. Participants in our study exhibited great trust in the nurse but 

were hesitant to speak with a specialized oncology social worker. A potential way to increase 

acceptance of further psychosocial care to integrate a warm handoff to a social worker or other 

psychosocial care provider. A warm handoff occurs when the incoming and outgoing healthcare 

providers exchange real-time information about the plan of care with the patient present (Saag et 

al, 2018). Within the context of cancer care, when identifying a patient or survivor with high 
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cancer-related distress, the nurse can introduce the patient to the provider (either in person or 

virtually). This transition may help combat the abandonment and loss of communication that 

some survivors feel when treatment ends, particularly for rural survivors (DeGuzman et al., 

2017; Rowland et al., 2006). Future research should evaluate the effectiveness of a warm handoff 

in increasing the uptake of psychosocial care referrals for rural cancer survivors.   

Limitations 

 Our sample consisted of rural cancer survivors recruited from one large academic 

medical center in the mid-Atlantic U.S.; thus, our findings may not be representative of rural 

cancer survivors from other regions and may not be generalizable to other rural communities. 

We studied a small sample of head and neck cancer survivors; as such, findings may not reflect 

the experiences or perspectives of people with other types of cancer. Our study participants were 

largely non-Hispanic white, which, while reflective of the geographic area from which we 

recruited participants, and likely does not represent perspectives of rural cancer survivors who 

come from other racial and ethnic backgrounds. Future research should evaluate impact of a 

nurse-led telemedicine intervention on patients’ cancer-related distress and quality of life using a 

larger and more diverse rural sample.   

Conclusion 

 Cancer survivors can benefit from a nurse-led telemedicine visit aimed at identifying and 

managing cancer-related distress, which may be due to the maintenance of a strong nurse-patient 

relationship over telemedicine, although patients may not be comfortable receiving psychosocial 

care from other providers. Further research can help identify strategies for connecting rural 

survivors with providers who treat cancer-related distress.  
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Figure Legend 

Figure 1: Participants eligible for analysis at each stage of data collection of the CARING 

intervention. CARING= Comprehensive Assistance: Rural Interventions, Nursing and Guidance. 

Figure 2: Examples of interview questions asked of participants prior to and following the 

CARING intervention. CARING= Comprehensive Assistance: Rural Interventions, Nursing and 

Guidance. 
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Table 1: Participant Demographic Characteristics  
 
Characteristic 

N (%) 

Qualitative Analysis 

(n=25) 

Quantitative Analysis 

(n=15) 

Gender 

         Male 

         Female 

 

14 (56.0%) 

11 (44.0%) 

 

7 (50.0%) 

7 (50.0% 

Race 

        White 

        Other (Black, Asian) 

 

21 (84.0%) 

4 (16.0%) 

 

11 (73.3%) 

4 (26.7%) 

Hispanic 

         Yes 

          No 

          Did not answer 

 

1 (4.0%) 

24 (96%) 

0 (0.0%) 

 

14 (93.3%) 

0 (0%) 

1 (6.7%) 

Age in years (mean, standard 

deviation, range) 

60.52, 14.0, 35-80 60.7, 14.4, 33-88 
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Table 2: Results of the Telemedicine Satisfaction and Use Questionnaire (n=15) 

Field Mean 
Std 
Deviati
on 

Minimu
m 

Maxim
um 

Video Visits     

A nurse can get a good understanding of my 
condition during a visit 4.20 0.83 2.00 5.00 

My nurse answers my questions 4.20 0.83 2.00 5.00 

My nurse deals with my problems 4.27 0.57 3.00 5.00 

My nurse engages me in my care 4.33 0.60 3.00 5.00 
I can explain my problems well enough during a 

video visit 4.47 0.50 4.00 5.00 

The lack of physical contact during a video visit 
is not a problem 3.53 1.20 1.00 5.00 

My privacy is protected during video visits 4.20 0.65 3.00 5.00 
Talking to a nurse during a video visit is as 

satisfying as talking in person 3.13 1.15 1.00 5.00 

Video visits make it easier for me to contact the 
nurse 3.73 1.00 2.00 5.00 

Video visits are a convenient form of healthcare 
for me 3.73 1.18 1.00 5.00 

Video visits save me time 3.87 0.96 2.00 5.00 

Use and Impact     
I am more involved in my care using the 

telemedicine system 3.20 0.91 1.00 4.00 

The telemedicine equipment is easy to use 3.73 0.93 2.00 5.00 
The telemedicine system helps me better manage 

my health and medical needs 3.40 0.80 2.00 5.00 

In general, I am satisfied with the telemedicine 
system 4.00 0.89 2.00 5.00 

My health is better than it was before I used the 
technology 3.00 0.89 1.00 4.00 

I follow my doctor's advice better since working 
with the telemedicine system 3.14 0.74 2.00 4.00 

The telemedicine system helps monitor my 
health condition 3.53 0.72 2.00 5.00 

It was easy to learn to use the equipment 3.60 1.08 2.00 5.00 
My doctor uses information from the 

telemedicine system in my office visits 3.15 0.77 1.00 4.00 

I can always trust the equipment to work 3.00 0.97 1.00 4.00 
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Note: participants were asked to rate their response from 1-5, 1 being "strongly disagree" to 5 
being "strongly agree". 
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Figure 1 
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Figure 2 

Pre-Intervention Interview  Post-Intervention Interview 

 
You had your telehealth visit 
weeks after you finished treatment 
(we would have to look this up for 
each pt). did you feel like this visit 
would have been more helpful if it 
had come sooner? Or would you 
have preferred it later? 

 

 
Is there anything else you would like 
to tell me about your telemedicine 
experience?  

 

 
Did you feel like one visit with the 
nurse was sufficient to address any 
needs you had as a survivor? If 
not, why? (probe: at what point 
would additional follow up 
telehealth visits have been helpful) 

 

 
[For those who received referrals] 
after your visit you were referred 
to a [social worker, speech 
therapist, etc]. how did you 
communicate with this person? 
(probe: If there was an in-person 
visit, ask about any difficulty 
traveling to that appointment). 

 

 
When you spoke to the nurse 
during your telehealth visit, you 
reported experiencing some [fill 
in: difficulty sleeping, fear, worry, 
depression, whatever they 
reported]. We often call this 
distress. Do you feel that your 
experience with distress when you 
were going through treatment was 
different than distress you 
experienced once treatment was 
over?  

 

 
As someone who used telehealth to 
get support from a nurse once your 
main cancer treatment was over, what 
do you see as the benefits and any 
potential problems with cancer 
survivors using telehealth to get this 
support from a nurse? 
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Abstract 
 

Purpose: To 1) identify the facilitators and barriers of resilience in rural cancer survivors, and 2) 

identify priority sites to implement future interventions targeting resilience. 

 

Participants and Setting: Seven posttreatment rural cancer survivors, four caregivers of rural 

cancer survivors, and one rural cancer survivor who also identified as a caregiver were recruited 

from Southwest Virginia.  

 

Methodologic Approach: Thematic analysis using line-by-line coding. The inductive 

development of comparative themes and meanings were guided by the conceptual model of rural 

resilience.  

 

Findings: Three themes emerged from the data: 1) spirituality facilitates resilience in rural 

cancer survivors, 2) rural cancer survivors accommodate the cultural norms of fatalism, mistrust 

of providers, and cultural differences to maintain resilience, and 3) rural cancer survivors 

strengthen resilience through social capital on virtual platforms in the context of COVID-19. 

 

Implications for Nursing: Understanding the roles of spirituality, cultural norms, and social 

capital will help nurses develop and implement interventions strengthening resilience in rural 

cancer survivors. Nurses can support resilience in rural survivors by incorporating a spiritual 

assessment into survivorship care, and by guiding survivors to virtual support groups.  
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Knowledge Translation 

• Spirituality facilitates the strengthening of resilience in rural cancer survivors, while rural 

cultural norms of fatalism, mistrust of local hospitals and cultural differences are barriers 

to resilience  

• Rural survivors are unable to connect with their community networks in-person due to 

COVID-19, so they are strengthening resilience through social capital on virtual 

platforms  

• Nurses can support resilience in rural cancer survivors by incorporating a spiritual 

assessment and guiding survivors to virtual support groups  
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Introduction 

  Nearly 20% of rural cancer survivors experience cancer-related distress (CRD) 

compared to ~13% of urban survivors (Weaver et al, 2013). Increased levels of CRD lead to poor 

quality of life (QoL; Hamer et al, 2009). In fact, rural cancer survivors have identified a critical 

need for interventions that improve their QoL, and for those interventions to be both 

geographically accessible and culturally relevant (Fuchsia Howard et al, 2014). For example, 

rural cancer survivors prefer to self-manage CRD using community-based support (Pascal et al, 

2015).  

One way nurses can support rural survivors’ ability to self-manage their CRD is to 

promote resilience, or the ability to make positive adaptations despite adversity, using 

community-based resources (Cosco, 2017). Cancer survivors with higher resilience have less 

CRD and improved QoL (Molina, 2014). However, resilience as experienced by rural survivors 

is poorly understood within the contexts of poor healthcare access and rural community beliefs 

and values. As a result, there is little evidence to guide the development and implementation of 

culturally-relevant, geographically-accessible interventions promoting resilience in rural cancer 

survivors (Bernacchi et al, 2021).  

 The aims of this study were to 1) identify the facilitators and barriers of resilience in rural 

cancer survivors, and 2) identify priority sites to implement future interventions targeting 

resilience. The study was guided by a Bernacchi’s conceptual framework (2021) of rural 

resilience that focuses on three domains (spirituality, community networks, and community 

trust) that have been shown to impact resilience among rural cancer survivors. Attributes of these 

domains strengthen or reduce resilience (faith, community networks and community trust 
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increase resilience; fatalism, cultural differences and mistrust of providers decrease resilience; 

Bernacchi et al, 2021).  

Methods 

 A qualitative descriptive design was used to address the aims of this study (Sandelowski, 

2000). The conceptual framework of rural resilience guided this study in 1) the development of 

semi-structured interview questions, and 2) in an a priori deductive coding strategy, which was 

used in conjunction with an inductive coding strategy to describe all facilitators and barriers to 

resilience in rural cancer survivors, including those not identified in the conceptual framework. 

This study was approved by the University of Virginia Institutional Review Board (IRB) prior to 

commencing.  

Setting and Sample  

 We recruited post-treatment rural cancer survivors and caregivers of rural cancer 

survivors from Southwest Virginia. Southwest Virginia encompasses a large region of rural 

Central Appalachia along the Virginia-Tennessee and Virginia-West Virginia border. This region 

is geographically isolated with low prevalence of health providers or insurance, and a high 

prevalence of poverty and poor health outcomes (Synder & Milbrath, 2013). Rural cancer 

survivors’ eligibility criteria included completion of treatment from the participant’s first cancer 

diagnosis, being within 5 years of cancer treatment (this time frame was chosen to allow 

participants to reflect on the transition to the extended survivorship phases), and residency of an 

American Community Survey rural defined zip code in Southwest Virginia (Marzorati et al, 

2017). Eligibility criteria for caregivers included any family member, friend, or partner who a 

rural cancer survivor identified are their main source of support and assistance.  
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Participants were recruited using multiple methods. First, we identified community 

gatekeepers from the Southwest Virginia Community Advisory Board (CAB), which is 

associated with the University of Virginia Cancer Center, and includes survivors, healthcare 

professionals, and caregivers of cancer survivors from across Southwest Virginia.  These CAB 

members posted recruitment flyers in their local community clinics and churches. Study flyers 

were also shared through a cancer support group in Central Virginia, a Central Virginia church 

group, and the Virginia Rural Health Association Board. Finally, study participants were asked 

to share study eligibility information with their personal contacts. 

 Rural cancer survivors and caregivers who responded and met eligibility criteria provided 

written consent via email, or verbal consent over telephone, in accordance with approved IRB 

procedures.  

Data Collection  

Participants chose if they would like to conduct their interview in-person, by telephone, 

or by videoconferencing via Zoom. Participants received a $50 gift card after completing their 

interview. Demographics, including age, race and ethnicity, cancer diagnosis, and types of 

cancer treatment undertaken (survivors), were collected during the interview.  

Data collection occurred from semi-structured participant interviews. Two interview 

guides were developed, one for survivors, and one for caregivers (Table 1). Interview questions 

were developed based on the attributes of the conceptual framework. Interviews were conducted 

via telephone or Zoom and ranged from 45-90 minutes. Interviews were audio recorded, de-

identified, and transcribed verbatim. All transcripts were imported into Dedoose, a qualitative 

analysis software (Dedoose, 2021).  
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Data Analysis 

Sampling, data collection and data analysis occurred concurrently and iteratively until the 

point of meaning saturation (Boddy, 2016; Hennick et al, 2017). Initial coding strategies relied 

on an inductive approach using open and in vivo coding to capture barriers and facilitators to 

rural resilience not identified in the conceptual framework. A second, a priori coding strategy 

based on the attributes and domains (social capital, faith, cultural norms) of the conceptual 

framework was applied to the entire data set, followed by inductive theme development through 

thematic analysis (Sandeloweski, 2000; Braun & Clarke, 2008). A codebook containing the code 

name, description, code frequency in each data set, and exemplars was maintained.  

All text data were analyzed by (a) constant immersion in the data throughout the analytic 

process, in which the first author read each transcript several times during each step of analysis, 

(b) a line-by-line analysis in which first the inductive coding strategies, and then the deductive 

theoretical coding strategy, were applied to the entire data set, (c) codes were grouped together to 

form inductive themes using thematic analysis (Braun & Clarke, 2008). To establish 

trustworthiness, dependability, credibility, and transferability, the first author kept a reflective 

journal, including reflection on prior assumptions and beliefs about the research, as emotional 

responses to participants’ narratives. Additional strategies to establish rigor include (a) a 

thorough audit trail of decisions made, and (b) opening all aspects of the design for review by the 

research team, (c) regular peer debriefing sessions of the first author with rural cancer survivor 

experts (PD & KP), and d) contextual review of the results (Lincoln & Guba, 1985; Morse, 

2015).  

Findings 

Sample 
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Six rural cancer survivors (S-1 to S-6), four caregivers (C-1 to C-4), and one rural cancer 

survivor who was also a caregiver for another rural survivor (SC-1) were screened and met 

eligibility criteria. All participants declined an in-person interview due to COVID-19 

precautions, and all participants identified as female. Four participants elected to have their 

interview via zoom (C-1, C-3, C-4, S-7), and seven participants chose to interview via telephone 

due to lack of broadband connection (SC-1, S-4), lack of a video capable device (S-1), or lack of 

comfort using videoconferencing technology (S-2, S-3, S-5, S-6). Two participants joined their 

zoom interview from work because their home broadband was poor (S-5, C-3). Interviews 

occurred between October 2021 and January 2022. Characteristics of the individual participants 

are presented in Table 2.  

Themes 

Rich narratives reflected the personal experiences of rural cancer survivors as the 

transition into survivorship impacted their resilience within the context of a pandemic. Three 

themes emerged: 1) spirituality facilitates resilience in rural cancer survivors, 2) rural cancer 

survivors accommodate the cultural norms of fatalism, mistrust of providers, and cultural 

differences to maintain resilience, and 3) rural cancer survivors strengthen resilience through 

social capital on virtual platforms in the context of COVID-19. Illustrative quotes of each theme, 

in addition to those provided below, are presented in Figure 1.  

Theme 1: Spirituality facilitates resilience for rural cancer survivors  

 Rural cancer survivors described the integral role of spirituality in strengthening their 

resilience. Caregivers of rural survivors described faith as their care recipient’s source of 

resilience. C-1 explained “In my mom’s case, her faith is her resilience…my mother’s faith takes 
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her through just about everything.” C-2 stated that for her father, resilience is “Just not giving up. 

And hope. And faith.”  

Survivors described their faith in God as critical to strengthening resilience. Survivors 

discussed trusting God to help them through cancer-related challenges. S-4 explained:  

“You walk this journey not by sight, but by faith. And it builds character, going through 

this journey. God has brought you to it, he will bring you through it. And that’s every 

single day…it will help you to stay resilient through it all, and it will help your faith 

walk, which is just that this journey is not by sight, but by faith…it’s the same step. You 

can’t walk your faith-walk without also understanding that you’ve gotta be resilient.”   

When asked about the role of spirituality in resilience, S-3 stated:  

“Well, you’re always going to have trials in your life…I’ve always had a strong faith… 

even when I wasn’t doing what I know I should have been doing, I always knew that God 

wasn’t going to forsake me.” 

Survivors reported turning to faith to strengthen their resilience when their resilience was 

weakest. Survivors discussed turning to their faith because they could depend on God as a 

constant and consistent source of support. When asked what she did to strengthen her resilience, 

S-2 shared:  

“I am a religious person. And I really, I just turned to my faith…God reaches out in many 

ways if we’re open to it, if we listen…you just have to be willing to listen, and not be 

afraid to act…He speaks to all of us, it’s the degree to which we are willing to listen. And 

that’s what makes a difference, in many cases, where people are resilient…faith is 

moving forward, even when you don’t know if you can.”  

S-1 also discussed turning to God in moments of weak resilience during her cancer journey:  
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“I can call God anytime of day or night or whatever, and he is there. Giving me that inner 

peace that I need…God, he gives me that inner peace. He lets me know, daughter, I am 

here and there is nothing that is too difficult for me to do in your case. And no matter 

what it is, I have you in the palm of my hand. You just have to trust me, you just have to 

believe that I will do whatever I promise will be done.”  

Overall, ten participants described the importance of spirituality to their resilience. However, C-3 

explained that her mother was “very closed in her spirituality,” and stated “I don’t even know if 

she was very spiritual” when asked if spirituality had a role in her mother’s cancer journey.  

Theme 2: Rural cancer survivors accommodate cultural norms of fatalism, mistrust of local 

hospitals, and cultural differences to maintain their resilience 

Rural survivors identified cultural norms as barriers to resilience that impacted the health-

seeking behaviors rural cancer survivors made. For example, rural cancer survivors reported 

keeping their cancer diagnosis and journey private due to high levels of community fatalism 

towards cancer. S-6 described her decision not to tell her community about her cancer journey 

because “they think that you’re gonna die.” C-3 described her community’s cancer beliefs, which 

impacted her mother’s decision when telling people about her cancer journey:  

“I feel like it’s resignation. It’s immediate acceptance. It’s not always sad, but it’s not oh, 

I’m going to fight this. I’m going to get through it. It’s oh, this is what it is, so I’m just 

going to deal with it. But in a less motivated, less resilient way…again, I think it’s that 

learned helplessness.” 

SC-1 shared how fatalism impacted her choice to share her cancer journey only with close family 

and friends:  



Exploring rural resilience through cultural and geospatial contexts  

 

91 

“When I was diagnosed I feel like it was very frightening. And the way that people deal 

with death in this area and cancer too-it may be more frightening here than in a city 

where you have more information and stuff like that…it’s just more frightening.” 

 Cultural norms also influenced rural cancer survivors’ health-seeking behaviors. 

Survivors discussed a community belief that local hospitals are unable to provide quality care 

due to lack of resources. S-3 explained that mistrust in local hospitals has been a part of her 

community’s culture for generations:  

“Well, I guess from previous experience, or previous family members’ experience. And I 

do think it’s a generational thing. My mother had her surgeon at the major academic 

hospital. It’s just, in this area, you know that if you have a major illness, you’re not going 

to stay here.” 

S-7 explained her community’s mistrust in local hospitals impacted her decision to seek care 

from an academic hospital:  

“I'm not trying to blame anybody. I think they're doing the best with what they've got. 

They're not a University Health system...But given that they are a stand alone rural health 

system I’ll give them a pass. It's not as bad as it was when I first moved here when people 

would say “don't go to the local hospital or you'll die.” It's not as bad as that all the time. 

Not all the time. Honestly, all the time you heard that, and it was true. It was crazy. I can 

say I've lived here long enough that that was true.” 

 Rural survivors reported lowering their expectations for cultural sensitivity from 

healthcare providers to maintain their resilience. For example, six survivors and three caregivers 

reported they wanted spirituality to be incorporated into cancer care. When asked if her 

healthcare team ever brought up the role of spirituality in her cancer journey, S-3 said:  
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“No, no. Not until my second biopsy when the doctor said something to me, and I said 

I’m going to be OK if I have to do it or if I don’t have to do it. I’m going to be OK either 

way. And I realized that he knew what I meant. But, no one ever said anything to me 

about religion through any of it.” 

S-3 stated she would have appreciated a spiritual assessment. However, she and other survivors 

didn’t expect healthcare providers to perform a spiritual assessment, because spirituality is not a 

part of current health culture. S-2 explained:  

“I think there are a lot of facilities, usually in larger cities, where people look down on 

the spiritual because they’re afraid of being considered ignorant. Or, the scientific 

community, it’s hard sometimes to acknowledge the science and the scientific part of it 

while also acknowledging the spiritual.” 

Black rural survivors reported accommodating cultural differences and biases in the healthcare 

setting. S-4 explained the challenge of interacting with her predominantly white healthcare team:  

“The expectancy is that you come in, and you blend in. That’s the expectancy. And you 

have to be a strong, resilient person to incorporate your own culture into things.…I just 

think, as African Americans we are a small part of the [rural] population and people just 

expect that you will comply to what they comply to. And you do.” 

Theme 3: Rural cancer survivors report strengthening resilience through social capital on 

virtual platforms within the context of COVID-19 

 Rural cancer survivors discussed the role of social capital and cohesion within their 

communities in facilitating resilience. SC-1 shared, “I think that rural communities really help 

people get through things better. I’ve lived in cities too, that’s something that I felt attracted me 

to the small-town life.” S-2 shared:  
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“I believe in the value of being in a rural community…in a rural community, word passes 

quickly when someone has a major illness and people begin to reach out and do small 

things or raise money or let them know they are praying or take food to the family or just 

do things for that person and let them know they are not alone. I think that makes a huge 

difference.” 

 However, due to the impact of COVID-19, rural survivors have been unable to travel to local 

sites to connect with their community networks in-person. C-4 described the isolation for her and 

her father:  

“We went straight [to the hospital] and back and we didn’t go anywhere in between....At 

the moment I’m just kind of staying around the house. I need to…I’m afraid to go out and 

get COVID.” 

S-7 discussed the negative impact COVID-19 isolation had on her resilience since she couldn’t 

connect to her community networks at work: 

“So my resilience was at its weakest through all of 19 and early 2020. Especially when 

they sent me home from work, that was awful! Because I’m just at home working and I 

can’t see my coworkers and I can’t talk to my clients about anything.” 

 Since survivors were unable to connect with community networks in-person, they sought 

social support through virtual platforms. Survivors used telephone prayer chains, apps, and chat-

based social media groups. For example, S-2 used a prayer chain group to connect with her 

church:  

“My church and I text each other all the time… we communicate all the time though a 

group text, and people minister to one another. You don’t have to be in someone’s 
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presence to communicate with them and through them and to feel God’s love through 

them.” 

S-7 used a phone app to join a support group and strengthen her resilience through social 

networks.  

“The support you get from these people is unbelievable. Like if someone who used to be 

real active suddenly isn't then people will be like “hey where are you at?” It’s amazing 

how encouraging they are. And that’s what everyone needs…whether it’s your friends or 

your neighbors or your church…we are social beings and we need that.” 

C-4 described using a social media group to help support her father:  

“What they had on social media…a prayer chain and stuff. He couldn’t see that. He was 

blind. But he knew about it. We told him, and we read it all…and that’s one good thing 

until we get back in church, you know?” 

When asked about the role social media groups had in strengthening resilience, SC-1 explained: 

“It’s for people who have bladder cancer or people who are caregivers for someone with 

bladder cancer and people can just post whatever and it's really helpful for people...I 

mean really everyone says everything especially on the page. I mean people really do just 

say anything…and people are just like that’s ok, we are here for you.” 

Discussion 

Rural cancer survivors in this study described both facilitators and barriers of rural 

resilience based on the conceptual model of rural resilience. Rural cancer survivors identified 

spirituality as a critical facilitator of resilience, and maintained resilience by adjusting their 

health-seeking behaviors to avoid the barriers of rural cultural norms (fatalism, mistrust of local 

hospitals, cultural differences).  
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Rural cancer survivors utilize spirituality to strengthen resilience. Previous studies have 

identified a positive correlation between spirituality and resilience (Schwalm et al, 2021), which 

has improved patient outcomes. Rural cancer patients have also used faith to manage CRD 

(Yeung et al, 2022). For example, among breast cancer survivors, faith improves survivors’ 

health outcomes (Meraviglia, 2006). Furthermore, rural patients have reported wanting 

spirituality to be incorporated into their healthcare (Fuchs et al, 2021). Within the healthcare 

setting, cancer patients’ QoL increases when clinicians incorporate spiritual needs (Kamijo & 

Mijaymura, 2020). However, clinicians may undervalue the importance of spirituality to 

patients’ cancer journeys and health behaviors (Kelly et al, 2022), and clinicians rarely 

incorporate spirituality into healthcare (Peteet & Balboni, 2013). Unmet spiritual needs result in 

increased levels of CRD, which reduce QoL (Kelly et al, 2022). As our participants explained, 

clinicians may find it challenging to incorporate spirituality into cancer care because it will be 

viewed as unscientific. Future research should investigate healthcare providers’ perceptions of 

barriers and facilitators to incorporating spirituality into cancer care.   

Rural survivors identified cultural norms of fatalism, mistrust of local hospitals and 

cultural differences as barriers to resilience that impacted their health-seeking behaviors. Rural 

communities are more likely to believe that cancer is always fatal (Jensen et al, 2022). Fatalism 

is known to impact rural residents’ decisions to decline preventative cancer screenings (Crosby 

& Collins, 2017), and may impact rural cancer patients’ decisions to seek treatment (Farmer et 

al, 2012). Clinician may perceive rural culture a barrier to providing care because rural values 

and beliefs differ from those of the healthcare system (Farmer et al, 2022).  

Participants described low levels of trust for their local healthcare systems due to lack of 

resources. This finding varies from previous studies, in which rural residents have reported 
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greater trust in community-based providers for healthcare (Myrick & Hendryx, 2021). However, 

this finding must be contextualized within recent rural hospital closures and pandemic. While 

rural hospitals often perform equally to urban once in terms of morbidity and mortality rates 

(Greenwood-Eriksen et al, 2021), rural hospitals are vulnerable to poor finances, outdated 

facilities, closures (Diaz & Pawlik, 2020), and lack of healthcare staff due to the strain of 

COVID-19 (Cheek et al, 2021), all of which may impact the community’s perception of local 

facilities and what services their providers can safely offer. Future research should investigate 

the impact of the pandemic and hospital closures on rural survivors’ health-seeking behaviors. 

Cultural differences and biases are significant barriers for Black rural cancer survivors. In 

the healthcare setting, racial bias and discrimination decrease resilience, increase CRD, and 

decrease QoL for cancer survivors (Bernacchi et al, 2021). Rural populations and culture are 

predominantly White (Farmer et al, 2012), with about 8% being Black and 9% being Hispanic 

(Zahnd et al, 2021). However, rural Black residents have a greater cancer burden compared to 

rural White residents (Zahnd et al, 2021), so research is critically needed to address 

intersectionality of rural and race and inform culturally-appropriate care for Black rural survivors 

(Farmer et al, 2012).  

A secondary aim of this study was to explore locations rural cancer survivor travelled to 

in order to strengthen resilience. We found rural cancer survivors are not traveling to connect 

with facilitators of resilience in-person due to COVID-19. Instead, they are strengthening 

resilience through social capital in virtual platforms. The utilization of virtual platforms for 

social support and mental healthcare has increased rapidly due to COVID-19 (Akhther & 

Sopory, 2022). Seeking peer support for health issues through social media platforms may 

improve mental health, and can increase health-seeking behaviors (Naslund et al, 2016). Future 
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research should investigate changes in measurable outcomes (CRD, QoL) of cancer survivors 

utilizing virtual platforms to strengthen resilience.   

Limitations 

Several limitations must be addressed in this study. Our findings may not be transferable 

to various rural populations due to the study’s qualitative and descriptive nature, and the small 

sample size. Additionally, only female survivors and caregivers were recruited, and our findings 

may reflect characteristics of rural women navigating cancer in Southwest Virginia. Finally, due 

to the nature of cancer treatment, participants were immunocompromised and unable to complete 

their interview in-person. Even so, this study included in-depth, participant-centered narratives 

from both rural survivors and caregivers in as they adjusted to survivorship within the context of 

a pandemic. 

Conclusion  

 Our findings provide critical descriptive evidence that spirituality facilitates resilience for 

rural cancer survivors, and that rural cultural norms influence survivors’ health decisions. In the 

context of COVID, rural survivors prioritize virtual support groups to strengthen resilience. 

Clinicians should incorporate a spiritual assessment into survivorship care, and guide survivors 

to virtual support groups.  

Implications for Practice 

 Nurses can support resilience in rural survivors by including a spiritual assessment into 

survivorship care. Spirituality increases QoL in cancer survivors, while unmet spiritual needs 

increase CRD (Gudenkauf et al, 2019; Peteet & Balboni, 2013). Integrating spirituality into 

healthcare may improve patient-centered care, patient outcomes, and support patients’ decision-
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making processes (Fuchs et al, 2021). Nurses should advocate for spiritual assessments and offer 

to incorporate spiritual interventions (ex: pray with a patient before surgery).  

 In addition, nurses should identify existing virtual support groups, and guide rural 

survivors towards them to strengthen resilience. Nurses could have a list of virtual support 

groups on various to give to rural survivors. If rural survivors face barriers to accessing virtual 

platforms, such as poor broadband, nurses can suggest accessing chat-based virtual platforms 

(ex: Facebook) at community-based locations, such as local libraries (DeGuzman et al, 2020).  
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Figure Legend  
 
Figure 2: Themes and exemplar quotes  
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Table 1. Examples of Interview Questions for Rural Cancer Survivors and Their Caregivers 
Based on Attributes of the Rural Resilience Conceptual Framework 
 

Attribute from the 
Conceptual Framework 
that Developed the 
Questions 

Interview Questions for Cancer 
Survivor 

Interview Questions for 
Caregivers of Cancer Survivor 

Community Networks Can you tell me about a time when 
your community networks helped you 
feel supported after your treatment? 

Who do you think has helped your 
loved one to adapt to being a cancer 
survivor? 

Faith Please tell me about the role, if any, 
that spirituality has in your post-
treatment care.  

Can you tell me about the places you 
and your loved one go to in order to 
feel faith?  

Fatalism What is the first thought that people in 
your community have when they hear 
“cancer?” Why?  

What do you think the attitude your 
community has towards cancer is? 
Why?   

Provider Mistrust Can you tell me about the support 
you’ve gotten from your healthcare 
team as a survivor?  

Can you tell me about your 
relationship with your loved one’s 
healthcare team?  

Community Differences What is unique about resilience in 
your community?  

How can healthcare providers do a 
better job supporting rural cancer 
survivors to strengthen resilience?  

Trust in Community  Are there any activities you participate 
in to strengthen your resilience? Why 
(those activities)?  

Can you tell me about where you 
and your loved one go to in order to 
feel a sense of community trust?  
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Table 2. Participant demographic characteristics of survivors and caregivers  
 
Participant Status Age 

(years) 
Race Survivor’s 

cancer 
diagnosis 

Care 
recipient’s 
cancer 
diagnosis 

Survivor’s 
treatments 

S-1 Survivor 82 Black Breast  C, R, S 
S-2 Survivor 65 White Breast  C, R, S 
S-3 Survivor 60 White Breast  R, S 
S-4 Survivor 68 Black Colon  S 
S-5 Survivor 57 White Gynecologic   C, S 
S-6 Survivor 67 White Breast  R, S 

SC-1 Survivor & 
Caregiver 

46 White Bladder Lymphoma S 

C-1 Caregiver 60 N/A  Prostate C, R, S 
C-2 Caregiver 26 White  Head and 

Neck 
C, R 

C-3 Caregiver 53 White  Lymphoma S 
C-4 Caregiver 49 White  Bladder R & S 

Note. C indicates chemotherapy, R indicates radiation, and S indicates surgery  
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Figure 1  
 
Theme 1: Spirituality facilitates 
resilience in rural cancer survivors 

And you’ve been around all these years, and I think 
God didn’t put you here for nothing and I just keep on 
keeping on. (S-1) 
 
Faith is moving forward, even when you don’t know if 
you can…I’ve always known that He cared about every 
aspect of your life every day and I truly believe 
descriptions that says that all things work together for 
them that love…and He uses it and He uses everything 
that can happen either-IF we allow Him to. (S-2) 
 
It’s the same step. You can’t do one without the other. 
You can’t walk your faith walk without understanding 
that you’ve got to be resilient. (S-4) 
 
[Spirituality] definitely has [strengthened his 
resilience]. We didn’t really go the church or anything 
before all of this happened. I don’t wanna say that it 
wasn’t really his thing, because he always believed God 
and stuff like that, but it’s like when he got diagnosed 
it’s like that’s what opened his eyes to say, there is 
more out there. And he’s just been a different person 
since then. (C-3) 
 

Theme 2: Rural cancer survivors 
accommodate cultural norms of 
fatalism, mistrust of local hospitals, 
and cultural differences to maintain 
their resilience 
 

Yeah, [my community sees cancer as] like a monster. 
It’s kind of like squid game. (C-3) 
 
I wasn’t [telling anyone about my cancer] at first, I 
didn’t-I thought I could do this with just family and 
friends. To see how the diagnosis would be…anytime 
you hear stories, there’s just this fear. (S-4)  
 
And you know, years and years ago, yes, cancer was a 
death sentence. But it’s not now. If you take care, once 
again, and do what you have to do. (S-3)  
 
When you hear oh that she has cancer, and everybody 
immediately thinks, oh well she’s gonna die. Why is 
that? But most people think that. Some people do 
survive! (S-1) 
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Theme 3: Rural cancer survivors 
report strengthening resilience 
through social capital on virtual 
platforms within the context of 
COVID-19 
 

I have not been able to get back to church, and COVID 
has had a lot to do with that…I have four prayer chains 
on my phone. Four prayer chains from different 
churches and I am constantly on the phone and you 
know, praying with somebody or for some need…Did 
you hear that? My son just walked in and said my 
neighbor is in the hospital and said mama, you need to 
pray. We were talking about my praying and outreach 
to the community. Now later on tonight, I’ll get 2-3 
phone calls saying, “did you hear? We need to pray.” 
Now it’s my faith and I gotta keep up whether I get a 
phone call or not because we gotta go to Him in his 
Son’s name and whatever we ask, it gets done. (S-1)  
 
I don't think that there was any [support from the 
healthcare team]. I've gotten most of my support 
through Facebook groups…for bladder cancer and for 
my mom’s cancer. 
When I first got the bladder cancer I like to responding, 
I liked when young people would respond, because I 
was really young so I would like to respond to people 
and talk about my age, you know, where I live and what 
they found and stuff. And with my mom I don’t think I 
asked many questions I just kind of followed it. And I 
invited my mom to, to both of these groups and we 
would talk about it. Like people would make jokes on 
the group for bladder cancer and we would talk to each 
other and be like oh, did you see this today? (SC-1) 
 
So I have been able to stay connected period now, my 
church hasn't had church. We have been very different, 
we haven't really gotten back to church…but we 
communicate all the time through a group text, and 
people minister to one another. (S-2) 
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Chapter 6 
 

Conclusion  
 

Summary of dissertation findings  
 
 This dissertation has provided a comprehensive understanding of resilience in rural 

cancer survivors within the rural geographic and cultural contexts. To understand resilience in 

the rural cultural context, I have identified the concept of rural resilience within the global 

literature and developed an evidence-based conceptual framework for rural resilience based on 

three cultural domains: spirituality, social capital, and cultural norms (Chapter 3). Within these 

domains, I identified impacts of resilience: faith, community networks and community trust 

strengthen resilience, while fatalism, cultural differences, and provider mistrust weaken 

resilience. I also identified the relationship of rural resilience to CRD and QoL. Chapters 4 and 5 

build on this conceptual framework of rural resilience by examining a geographically-accessible 

intervention that addresses CRD (Chapter 4), and providing an in-depth understanding of cultural 

barriers and facilitators to resilience (Chapter 5).  

 In Chapter 4, I discuss rural survivors’ experiences using a nurse-led videoconferencing 

intervention to address their CRD. Rural survivors face challenges accessing telehealth due to 

poor broadband, lack of a video-capable device, or lack of comfort using technology. However, 

rural survivors illicit help to virtually connect to the nurse through family, community healthcare 

providers, and local telehealth sites. Rural survivors prioritize speaking with the nurse about their 

CRD through videoconferencing. Survivors also express comfort being vulnerable with the 

nurse, and thus benefit from a therapeutic nurse-patient relationship on a virtual platform.  

 In Chapter 5, I provide rich description of the facilitators and barriers to resilience in rural 

cancer survivors, guided by the cultural domains of the conceptual framework. Contrary to the 
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conceptual framework, rural survivors discuss trusting distant oncology-specialized healthcare 

providers, but not trusting their local institutions due to poor resources. Rural cancer survivors 

identify spirituality as a critical facilitator of resilience, while the cultural norms of fatalism, 

cultural differences, and mistrust of local hospitals are barriers to resilience. Rural cancer 

survivors also discuss strengthening their resilience through social capital, through virtual 

platforms in the context of COVID-19. In the context of COVID-19, survivors report seeking 

social support through virtual platforms such as social media groups, support groups through 

phone apps, texting and telephone prayer chains. 

Changes made in Chapter 5 from the dissertation proposal (Chapter 2) 

 Due to COVID-19, I had to adjust the methods to ensure safety of participants.  I had 

originally planned to conduct an ethnographic study with prolonged field immersion for data 

collection. However, rural cancer survivors and caregivers were not willing to meet in-person in 

the context of COVID-19. Instead of ethnography, I used descriptive qualitative methods, which 

are appropriate for answering the questions of the study, but allow for virtual data collection of 

sensitive topics (Mealer & Jones, 2014).  

I adjusted data analysis based on the study findings. I originally planned to conduct a 

geospatial analysis of community sites rural cancer survivors travelled to in order to strengthen 

resilience. However, I found that immunocompromised rural survivors have been isolated from 

community networks such as their church groups, due to the pandemic. Instead, they sought 

support from virtual, chat-based platforms. Based on this finding, geospatial analysis was 

inappropriate. Instead, I identified the virtual platforms rural survivors reported using in their 

semi-structured interviews. 
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In the dissertation proposal, I had originally planned to recruit between 20-30 rural cancer 

survivors and caregivers. However, I reached meaning saturation for Themes 1 & 3 after seven 

interviews, and reached meaning saturation for Theme 2 after nine interviews (Hennick et al, 

2017). Samples sizes of approximately 10 participants may be appropriate for sampling a 

geographically and culturally homogenous population, and smaller sample sizes support 

comprehensive, in-depth analysis of a phenomena (Boddy, 2016). Therefore, the sample size of 

11 was appropriate for providing a comprehensive understanding of resilience in rural cancer 

survivors.   

Synthesis of findings and clinical implications   

The evidence-based conceptual framework of rural resilience can guide nurses to 

implement geographically-accessible, culturally-appropriate interventions for rural survivors 

targeting resilience in rural cancer survivors (Figure). To strengthen resilience, nurses should 

consider rural survivors’ cultural needs. For example, nurses should consider implementing a 

spiritual assessment for rural survivors, and advocate for the healthcare team to incorporate 

spiritual interventions when appropriate. Nurses should also be aware that rural cultural norms of 

fatalism, cultural differences and mistrust of local hospitals are barriers to resilience that may 

reduce rural survivors’ health-seeking behaviors. If a rural survivor expresses facing a barrier to 

resilience, such as a spiritual barrier related to fatalism, nurses can offer a spiritual intervention 

such as a chaplain consult.  

Our findings indicate some rural 

survivors find virtual platforms to be 

geographically-accessible and culturally-

appropriate. Nurses can implement interventions promoting resilience and reducing CRD 

 
Incorporate Spiritual Assessment

Guide survivors to existing virtual 
support groups and community 

places with broadband  

Assess for CRD through telemedicine

Training in Cultural Sensitivity

Dissertation Nursing Implications 

Mistrust of local hospitals

Cultural differences and 
racial biases Virtual Networks

Trust in God

Figure. Dissertation implications 
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accessible through virtual platforms, especially during the pandemic. For example, because rural 

cancer survivors prioritize sharing their CRD with a nurse, and are willing to overcome 

technology barriers to speak with a nurse via virtual platforms, nurses can recommend survivors 

try existing chat-based virtual support groups and provide a list of them to rural cancer survivors. 

By guiding survivors to existing support groups to strengthen resilience, and by evaluating CRD 

via telehealth, nurses may be able to significantly improve rural survivors’ QoL.  

However, these interventions require nurses to be aware of digital challenges, and to be 

trained in cultural sensitivity and patient-centered care. At this time, cultural competence in 

nursing is poorly understood, and there is little evidence-based guidance for cultural training in 

nursing (Sharifi et al, 2019). Furthermore, rural cultural interventions may conflict with hospital 

system policies and practices (Farmer et al, 2012). More research is needed to inform nurses 

education in cultural competence (Young et al, 2020). Regarding digital challenges, nurses need 

education on the unique rural challenges of accessing virtual platforms, and potential solutions. 

For example, nurses can have a list of chat-based support groups, so survivors can access the 

support group whenever they have internet connect (ex: at work). Nurses serving rural 

populations should have a list of community locations with broadband and digital devices, such 

as local libraries (DeGuzman et al, 2021).  

Next steps and directions for future research 

This dissertation is the foundation of a program of research that focuses on improving 

QoL by managing CRD and promoting resilience. Moving forward, there are two more papers to 

publish from the qualitative descriptive study discussed in Chapter 4. I interviewed rural 

survivors and caregivers in that study, and found that caregivers are experiencing significant 

challenges to supporting their own resilience. This finding is critical, because interventions 
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targeting resilience in cancer survivors often incorporate family and community caregivers (Li et 

al, 2019). In fact, social support may be one of the strongest facilitators of resilience in cancer 

survivors (Seiler & Jenewein, 2019). I have performed a secondary analysis of the data with the 

research question what are barriers and facilitators of resilience for rural caregivers of cancer 

survivors? In our analysis, I found that female support networks, faith, gratitude for being able to 

help facilitate resilience, while accommodating rural culture norms for women, mental health 

stigma, and lack of professional support are barriers to resilience. I am finishing the draft for this 

paper, and will submit to the Journal of Rural Health in April 2022. I also found that rural cancer 

survivors and caregivers do trust local providers and nurses, although they mistrust local 

healthcare facilities. I did a secondary analysis with the research question what is the role of 

local community healthcare workers to strengthening resilience in rural cancer survivors and 

their caregivers? In our analysis, I found that local clinicians are considered part of trusted rural 

community networks, and that they help rural survivors and caregivers navigate complex 

healthcare systems. I also found that rural caregivers may be open to accepting mental healthcare 

from local clinicians. I plan to submit this manuscript to the Clinical Journal of Oncology 

Nursing in May 2022.  

The next steps in this program of research will be to illuminate how rural cultural and 

geographic contexts impact CRD symptom experiences of rural cancer survivors and their 

caregivers in my postdoctoral position. To do this, I will be conducting a secondary analysis of 

2,000 rural and urban cancer survivors to identify differences in symptom clusters. I will also be 

working on a study implementing a telehealth intervention to improve outcomes for rural cancer 

survivors. After completing my postdoc, I plan to be an independent investigator at a research-
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intensive university researching culturally-appropriate, geographically-accessible interventions 

for rural cancer survivors that improve QoL, reduce CRD and promote resilience.   

Within the next five years, I anticipate further examining the role of spirituality in 

strengthening resilience and reducing distress for rural cancer survivors. The findings of this 

dissertation indicate spirituality is a critical facilitator of resilience, but that spirituality is not 

well incorporated into survivorship care. Future research is needed to understand how to 

appropriately integrate spirituality into survivorship care.  
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Dissertation Proposal Guidelines  

Proposal was formatted to meet NINR guidelines for an F31 submission.  

The proposal should identify the major substantive and methodological issues of the research 
problem and be written in excellent form. Preferences regarding the format of the dissertation 
proposal may vary with the committee members, so it is important to gain an understanding of 
members’ expectations. 

The dissertation proposal is in the format of current government form for a major research grant 
such as an R01, the traditional three chapters (introduction, literature review, and methods) or for 
historical dissertations a specific format that is approved by your dissertation advisor. The 
Dissertation Chair can require the use of appendices to expand the methods section if the grant 
proposal format is selected. The proposal format must be approved by the Dissertation Chair and 
committee members prior to scheduling the proposal defense. 
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Online Journal of Rural Nursing and Health Care author guidelines 

Website currently under construction.  

Concept analyses must be in APA format, less than 3500 words.  
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Oncology Nursing Forum Author Guidelines (used for Chapters 4 and 5) 

For ONF Authors 
The Oncology Nursing Forum (ONF) publishes peer-reviewed findings from oncology nursing 
research and supports the translation of research evidence to practice and policy. ONF fosters 
health equity for individuals, families, and communities affected by cancer through dissemination of 
research that transforms cancer care in health systems and communities.  

Manuscripts are accepted for consideration with the understanding that they are contributed solely to 
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manuscripts will be reviewed for originality. Manuscripts found to plagiarize the work of others will be 
prohibited from publication in ONF or the Clinical Journal of Oncology Nursing. 

If a work has multiple authors, the paper is reviewed on the assumption that all authors have granted 
approval for submission. All submitted papers are subject to blind peer review. Papers will be judged 
on the quality of the work and suitability for the audience. Questions should be sent directly to 

ONF Editor 
Debra Lyon, RN, PhD, FNP-BC, FAAN 
ONFEditor@ons.org 

Manuscript Preparation 
Papers should be prepared using standard manuscript form according to the Publication Manual of 
the American Psychological Association (APA), 7th edition (2019). (Visit www.apastyle.org for 
assistance.) Length should be 12–15 pages (4,000 words), exclusive of tables, figures, and 
references. Integrative reviews are limited to 5,000 words, exclusive of tables, figures, and 
references.  

Title page: Include names, credentials, titles, and affiliations of all authors.  

Authorship/contributors: All authors must contribute significantly to the manuscript and identify 
those contributions when prompted via the author form emailed to each author upon manuscript 
submission; authorship contributions are conceptualization and design, data collection, statistical 
support, analysis, and manuscript preparation. Those who do not meet authorship criteria should 
instead be acknowledged as contributors along with their contributions (e.g., recruitment, technical 
assistance). 

Structured abstracts: An abstract is required for all articles and is limited to 200 words. 

Quantitative research: The following headings for reports of quantitative research must be 
included. 
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1. Objectives 
2. Sample and Setting 
3. Methods and Variables 
4. Results 
5. Implications for Nursing 
6. Knowledge Translation: Include three points indicating new knowledge or cutting-edge 

practice innovations that may influence practice. 

Qualitative research: The following headings for reports of qualitative research must be included.  

1. Purpose 
2. Participants and Setting 
3. Methodologic Approach 
4. Findings 
5. Implications for Nursing 
6. Knowledge Translation: Include three points indicating new knowledge or cutting-edge 

practice innovations that may influence practice. 

Integrative/systematic reviews: Integrative reviews are limited to 5,000 words, exclusive of tables, 
figures, and references. In addition, authors should ensure that these reviews follow the PRISMA 
2009 Checklist. For a full description regarding preparation of an integrative review, see: Whittmore, 
E.R., & Knafl, K. (2005). The integrative review: Updated methodology. Journal of Advanced 
Nursing,52, 546–553. 

The following headings must be included in an abstract for an integrative review. 

1. Problem Identification 
2. Literature Search 
3. Data Evaluation 
4. Synthesis (evaluate applicability and develop recommendations) 
5. Implications for Practice or Research 
6. Knowledge Translation: Include three points indicating new knowledge or cutting-edge 

practice innovations that may influence practice. 

Mixed methods: The following headings for mixed methods research must be included.  

1. Problem Statement 
2. Design 
3. Data Sources 
4. Analysis 
5. Findings 
6. Implications for Practice or Research 
7. Knowledge Translation: Include three points indicating new knowledge or cutting-edge 

practice innovations that may influence practice. 

Research Briefs: Preliminary research, pilot studies, and studies with very small samples or 
negative results may be submitted for publication consideration as Research Briefs. These brief 
reports of research should not exceed 1,500 words, exclusive of tables, figures, and references. 
They may be accompanied by a maximum of two tables or figures. Include a structured abstract 
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(200 words maximum) with Objectives, Sample and Setting, Methods and Variables, Results, and 
Implications for Nursing. Three Knowledge Translation statements indicating new knowledge should 
be included. A maximum of 15 key references may be included. In addition to newly submitted 
manuscripts, full-length research manuscripts that previously have been deferred through 
the ONF peer review process may be reworked and resubmitted for consideration as a Research 
Brief.  

Letters to the Editor: Selection of letters to be published is the decision of the editor. For 
acceptance, letters must be signed. All letters are subject to editing. A letter that questions, criticizes, 
or responds to a previously published article automatically will be sent to the author of that article for 
a reply. This type of collegial exchange is encouraged. Send letters to ONFEditor@ons.org.   

Keywords: Please include three to six keywords. For examples, visit the MeSH Browser.  

Text: Use headings and subheadings as appropriate. Include the names of the institutions 
participating in the study. 

Implications for Nursing: Authors MUST include a section on "Implications for Nursing" after the 
Discussion and before the Conclusion. This section must highlight how the findings of the research 
or review can be used to change nursing practice or describe important knowledge that has the 
potential to increase nurses' knowledge on the topic. Manuscripts that omit this section will not be 
considered for publication.  

Patient confidentiality: All patient information included in manuscripts, tables, or figures must be 
de-identified to avoid compromising patient privacy and confidentiality. Only those details essential 
for understanding and interpreting a specific case report or case series should be provided.  

Tables: Each should be typed, double spaced on separate pages placed at the end of the text. 
Every table must be referred to in the text. 

Figures: Include on separate pages at the end of the manuscript. Every figure must be referred to in 
the text. 

References: Authors are responsible for the accuracy and correct formatting of all reference 
citations. References will be checked for accuracy at the time of editing. Manuscripts found to 
contain errors are subject to delays in publication. 

Permissions: The author is responsible for obtaining written permissions from the copyright owner 
for the use of any material (e.g., text, tables, figures, forms) previously published or printed 
elsewhere and to bear the cost, if any, of using the material. Permission is required for both print 
and electronic use. Original letters granting permission must be submitted when the final 
manuscript is uploaded. If the manuscript reports the results of an investigational study involving 
human subjects, the text must include a statement indicating approval by an institutional review 
board and cite its name, as well as noting informed consent when appropriate. Authors must obtain 
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and forward a signed statement of informed consent to publish in print and online patient 
descriptions or case studies, photographs, and pedigrees from all individuals or parents or legal 
guardians of minors who can be identified in such written descriptions, photographs, or pedigrees. 
Such individuals should be shown the manuscript before its submission. 
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